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ICHTHYOSIS UTERI.* 
By Emil Ries, M.D., Chicago. 

The mucous membrane of the cavity of the uterus is covered by 
columnar epithelium, which presents different appearances in the cor- 
pus and in the cervix. The columnar epithelium is shorter in the 
body than in the cervix ; the nuclei of the epithelium of the body 
generally lie in the center of the cells ; in the cervix they are at the 
base of the cells. In stained specimens the whole of the protoplasm 
of the epithelium of the body stains ; in the cervix only the proto- 
plasm round the nucleus. Many cells of the mucous membrane of the 
cervix are so-called goblet cells, and secrete mucus. The cells on the 
surface of the body are ciliated, and the movement of the cilia is 
directed toward the os uteri and not toward the tubes, as was formerly 
believed. Normally, one row only of columnar epithelium covers the 
mucous membrane. Occasionally between the bases of the full-grown 
cells are observed small cells, which probably become superficial cells 
and take the place of the old cells as they are thrown off. All the va- 
rieties of epithelium described also cover the surface of benignant 
tumors which grow from the uterine walls into the uterine cavity, 
unless these tumors have grown to an enormous size or have under- 
gone degeneration. 

All deviations from the condition above described would be con- 
sidered pathological if it were not necessary to exercise great care in 

* Read by invitation. 
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the use of the term " pathological *' in an organ in which so many his- 
tological processes must be considered normal, which in all other 
organs would be considered pathological. Absence of the epithelium, 
for example, on all other mucous membranes is justly termed ab- 
normal ; but in the uterus it is observed in the early days of the puer- 
perium, which certainly can not be considered a pathological condi- 
tion. In the puerperium the new epithelium is furnished by the 
epithelium of the uterine glands, which, according to my observations 
(i) made on specimens taken from the living puerpera, reaches the 
surface about the ninth day after delivery. 

Absence of the epithelium is also observed in very rare cases of 
puerperal atrophy, some of which I have had the privilege to observe (3). 
In pyometra the whole mucous membrane ot the uterus is sometimes 
replaced by granular tissue and all epithelium has perished. I da not 
mention pregnancy as an in'stance of the absence of the epithelium, 
because modern researches have proved that the syncytium of the 
chorionic villi is nothing but the former epithelium of the surface of 
the uterus. The epithelium is not to any considerable extent absent 
during menstruation. Recent researches (2) have proved this in spite 
of the old theories of menstruation. 

Change in form of the epithelium is observed in cases of hydro- 
metra and hsematometra, because the mucous surface of the epithe- 
lium is stretched and consequently flattened out. The same change 
of form may take place in extra-uterine pregnancy or in pregnancy in 
one horn of a double uterus, where the mucous membrane of the 
empty cavity is transformed into a decidua. In these cases the epi- 
thelium of the surface has been said by some authors to be absent 
altogether ; but Gottschalk published a case of extra-uterine preg- 
nancy where he could see the epithelium quite distinctly, although it 
was flattened out so much that it had the appearance of endothelium 
rather than of columnar epithelium. I can confirm his observation 
"by one of my own, which I made on the decidua delivered out of the 
empty horn of a double uterus, one horn of which had been pregnant. 

In all the conditions above enumerated there is never more than 
one layer of epithelial cells on the surface of the mucous membrane. 
A condition, however, exists where the cavity of the uterus is lined 
with stratified epithelium perfectly similar to the epithelial covering 
of the skin or the vagina. 

This very remarkable observation was first mentioned by Gautier 
at the international medical convention at Geneva, and was first fully 
described by Zeller (4) in 1884 under the name of ichthyosis or psoriasis 
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uteri. Zeller's paper has long been treated lightly — even with decided 
doubt as to its correctness — but it has gained a very great importance 
since cases of squamous epithelioma have been observed in the cavity 
of the uterus. According to generally accepted ideas on the forma- 
tion of malignant growths, we could not expect to find in the uterine 
cavity any other kind of cancer than that composed of and originat- 
ing from columnar epithelium. Since Piering (5), however, first pub- 
lished a case of cancroid of the body of the uferus in 1887, the num- 
ber of cases has so much increased that gynaecologists have had to 
attribute very grave importance to the occurrence of stratified epithe- 
lium on the mucous membrane of the uterus. 

Before entering into the discussion of these rare observations, I 
wish to mention that the literature contains records of three different 
con.ditions under which stratified epithelium is observed at places 
where we expect to find the normal columnar epithelium of the cavity 
of the uterus. I possess specimens which show two of these condi- 
tions — one, inversion of the uterus; the other, cervical polypi ex- 
tending into the vagina. In a case of chronic inversion of the uterus 
I made a small excision of the mucous membrane of the uterus, and 
to my astonishment found it covered with stratified epithelium. The 
basal cells of this were cylindrical ; then came several layers of many- 
shaped cells, among them some prickle cells, and on top of them one 
or several layers of perfectly fiat cells, all of which contained well- 
stained nuclei. There were only very few glands left below the strati- 
fied epithelium, but they were not dilated. During menstruation I 
made a second excision, and found that the uterus had not thrown off 
the stratified epithelium, but that there were small haemorrhages un- 
derneath the epithelial covering, which in some places had broken 
small openings through the epithelial lining, and had thus been dis- 
charged. 

I have also several specimens of cervical polypi, the lower apex of 
which had been lying in the vagina, and invariably this part of the 
polypi was covered with stratified epithelium, consisting again of one 
basal cylindrical row and several rows of multangular cells, the sur- 
face being formed by one or two layers of perfectly flat cells. Only 
the surface of the polypi was covered by this squamous epithelium ; 
the glands and the surface of the pedicle of the polypus showed the 
normal high columnar epithelium peculiar to the cervix, as described 
above. Williams, in his Harveian Lectures for 1886 on Cancer of the 
Uterus (6), describes a case of cervical polypus the lower end of which 
was capped by the same pavement epithelium at its lower apex as in 
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the cases mentioned above. But in his case the pavement epithelium 
had sent processes into the substance of the growth and into some of 
the glands. He therefore calls the case one of squamous epithelioma ; 
but it seems to me that he has not given sufficient evidence for this 
diagnosis. Judging from this illustration (Plate XI), I should venture 
to disagree with him ; an oblique section of the surface of the polypus 
may have caused a deceptive appearance of carcinomatous strings or 
cords. 

Pavement epithelium has been observed by Zeller (4), KUstner (8), 
Ruge (7), and others on cervical polypi, and by Ruge (7) and 
Gebhard (2) in inversion of the uterus. Ruge (7) mentions cases of 
large procidentia of the uterus with deep tears and ectropium of the 
cervix in which he observed stratified epithelium in the lower part of 
the uterine cavity. This is not astonishing, as this condition is prac- 
tically nothing but a partial inversion of the uterus. 

In all of the conditions just described the mucous membrane of 
the uterus is in contact with the vagina or the vulva. We may 
speak of a sort of infection with pavement epithelium brought about 
by contact with organs covered with the same variety of epithelium. 
It is impossible at present to determine whether air may exercise 
some chemical influence, inducing metamorphosis of columnar into 
stratified epithelium. Veit calls this process " epidermidalization " ; 
Zeller thinks it belongs to the condition described by him as " ichthy- 
osis uteri." 

The observations so far recorded are confirmed by all authors who 
have treated of this subject, but the condition described by Zeller as 
" ichthyosis uteri " has met with very great distrust regarding the 
cavity of the uterus in cases where neither inversion nor polypus ex- 
' isted. It is therefore necessary to consider Zeller's report a little 
more fully. 

Zeller (4) has examined fifty-four cases of chronic endometritis, 
fifty- one of them in persons less than fifty years old. In all of these 
cases he found the surface of the mucous membrane of the uterine 
cavity covered partly or totally with stratified epithelium resembling 
that of the skin or vagina. The most superficial cells could be stained 
yellow by picric acid ; generally they contained nuclei ; in very rare 
cases they did not. The number of layers of flat cells was from one 
to four. Below this stratified epithelium he always found the glands 
increased in size and number. The stratified epithelium sometimes 
filled the mouth of the glands and covered their columnar epithelium. 
In all cases the stratified epithelium of the surface formed papillae. In 
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some cases Zeller repeated his observations several times on the same 
patient, and then he found that, for instance, the first and third ob- 
servations revealed stratified epithelium, while the second and fourth 
showed the normal columnar epithelium. The best specimens were 
found in cases which had been treated for a long time with intra- 
uterine injections, cauterization, etc., and Zeller mentions especially 
that he obtained very good specimens a few days after intra-uterine 
injection of tincture of iodine. 

The results thus stated by Zeller are in direct contradiction with 
my experience and that of all other microscopists. I have examined 
Zeller's paper very carefully and have tried to find out if there could 
be a misunderstanding or a mistake, but, barring unimportant contra- 
dictions in regard to the number of cases observed, and to the occur- 
rence of prickle cells, I could discover no inconsistencies in his essay. 

I have examined microscopically more than two hundred cases of 
uterine scrapings, but in only one of them I found the condition de- 
scribed by Zeller. I also found it in a case of cancer of the cervix 
when I examined the apparently normal mucous membrane of the 
body. 

The latter case showed the stratified epithelium as a level covering 
of the cavity of the uterus ; there were no processes of the epithelium 
penetrating into the subjacent tissue. I could discover no traces of 
uterine glands. I consider, therefore, this case as an instance of sim- 
ple ichthyosis uteri, coexisting with cancer of the cervix. The other 
case which I observed was very interesting, and I wish to dwell upon 
it a little longer. 

Mrs. T., sixty years old, had had several children. Menstruation 
had ceased about the fiftieth year. For some weeks she had noticed 
moderate haemorrhages and a slight discharge. On examination, I 
found the patient anaemic and cachectic ; the organs of circulation and 
nutrition were normal ; the uterus was small, anteverted, the os closed; 
slight discharge of a bloody fluid ; no pains. After dilatation I scraped 
out the uterus, but could only get very few and very small portions of 
tissue. On examining ihem, I found (Fig. i) part of them were com- 
posed of nothing but a thick layer of stratified epithelium. ; another 
part contained deeper layers of the mucous membrane of the uterus, 
and even small particles of the muscular coat of the uterus. The 
deeper layer of the mucous membrane contained some sinuous glands, 
the epithelium of which was columnar, but in several places there was 
more than one row of columnar epithelium. In one place a string of 
stratified epithelium penetrated through the mucous membrane into 
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the muscular coat of the utenis, and the epithelial cells were in imme- 
diate contact with the muscle cells. Consequently there could be no 
doubt that there was cancer of the cavity of the uterus which had pene- 
trated into the muscular wall and which, contrary to the usual forms 
of cancer of the cavity of the uterus, originated in squamous epithe- 



m muscular tissue 
Fig. 1.— Cwicer of the body. Case T. 

Hum, not in columnar epithelium. As the vaginal portion had a per- 
fectly normal appearance, the possibility of a metastasis of a cancroid 
of the portio was excluded. The cancroid of the cavity must there- 
fore have j^own from a pavement epithelium newly formed on the 
mucous membrane of the cavity. As the specimens did not show this 
distinctly, I scraped the lower part of the cavity again a few days 
after the first scraping. Again I could remove only very little tissue, 
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but fortunately this small particle contained the explanation I was 
looking for. In this particle (Fig. 3) I saw the mucous membrane of . 
the cervix, distinctly recognizable by the epithelium of the numerous 
glands contained in the section ; this epithelium consisted of the typ- 
ical columnar cells described above. The surface of this mucous 
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membrane was covered by a thick layer of stratified epithelium. The 
basal cells of it were cylindrical ; the surface was formed by flat cells, 
and between these layers were eight to ten rows of many-shaped cells. 
The nuclei of these cells, especially of the many-shaped cells, very fre- 
quently contained karyokinetic figures, but none of them presented 
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irregular shapes. Between the many-shaped cells there were several 
irregular openings filled with blood cells. On careful examination 
and comparison of the basis of the epithelial layer^ these openings 
proved to be oblique sections through thin papillae with blood-vessels, 
which reached high up into the epithelial layers. A most remarkable 
feature was that a gland, immediately underlying the epithelium, was 
almost filled up with stratified epithelium on the side next to the sur- 
face. The resemblance of this picture with the histological appear- 
ance of healing erosions is most striking. The other side of the gland 
showed cylindrical epithelium arranged sometimes in two or three 
rows. The borders of the gland were well defined. The other glands 
showed nothing abnormal. I believe that the resemblance of this 
specimen to one of Zeller's sketches, the normal condition of all glands 
but one, and the restriction of the stratified epithelium to one side 
of this gland, compel us to consider this specimen genuine ichthyosis. 
We are therefore entitled to the theory that the cavity of this uterus 
was lined throughout with stratified epithelium, which in some places 
was no longer confined to the surface, but had penetrated into the 
wall of the uterus, thus producing a real squamous epithelioma of the 
body of the uterus. 

In the specimen which I have described first and which was taken 
from the cavity of the uterus with cancer of the cervix there were 
no traces of malignant growth originating from the squamous epithelium 
of the cavity. 

If we follow Gebhard's definition (9) we must consider the two 
cases of ichthyosis which I have described to be essentially different. 
Gebhard's hypothesis is that there are two different series of cases 
with stratified epithelium : the one kind always remains limited to the 
surface — simple ichthyosis ; the other kind has the tendency to pene- 
trate into the subjacent tissue and form cancerous nests. Until 
now we have no possible means to discern these two different kinds 
if we do not see the terminal stages of the process. Pfannenstiel's 
definition (10) is therefore more valuable for practical purposes. 
Pfannenstiel says : " Not every case of stratified epithelium in the 
cavity of the uterus should be considered indicative of carcinoma, but 
the stratified epithelium, found in the cases of squamous epithelioma 
of the cavity of the uterus, must be considered the preliminary stage 
of the cancer, just as a glandular hypertrophy of the mucous mem- 
brane of the uterus, non-malignant in itself, can be the preliminary 
stage of adeno-carcinoma.*' 

I would therefore lay down the following rules : 
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The clinical symptoms of ichthyosis are not sufficiently clear to 
enable us to found a diagnosis on them. Discharge and light haemor- 
rhage, the usual symptoms of ichthyosis, can as well be produced by 
cancer of the body and several other conditions as by ichthyosis. 

If we scrape out a uterus and examine the scrapings microscopic- 
ally, we may only find the stratified epithelium. We are then not 
enabled to give a diagnosis of cancer or of ichthyosis, but must reserve 
our diagnosis if the epithelium itself does not contain some further 



Fig. 3, 

clews as to the nature of the disease. In a case which I observed I 
found no layer below the epithelium ; still, I was able to give the di- 
agnosis of cancer, because in the middle of the stratified epithelium I 
discovered distinct cancerous pearls (Fig. 3). In other cases irregular 
karyokinetic figures may strengthen the suspicion of cancer so far as 
to justify hysterectomy. Pyometra has been observed in quite a con- 
siderable number of squamous epithelioma of the body of the uterus, 
and this pathological condition in itself may render hysterectomy 
necessary if microscopical examination does not enable us to diagnose 
cancer. 

In other cases the curette procures sufficient tissue for a precise 
diagnosis. If we find the stratified epithelium limited to the surface. 
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or penetrating only into the mouth of the glands, the diagnosis must 
be ichthyosis. We must, however, always frequently observe these 
patients for some time, because we do not know if the ichthyosis will 
not undergo metamorphosis into cancer. 

If, on the contrary, the microscope reveals cords of pavement epi- 
thelium penetrating into the tissues of the mucous membrane, or even 
into the muscular wall of the uterus, the diagnosis must be one of 
cancer, and speedy removal of the uterus is indicated. 

Squamous epithelioma of the uterus does not necessarily originate 
in previous ichthyosis of the uterus, but squamous epithelioma of the 
cervix may spread over the mucous membrane of the body, as in cases 
described by Benckiser (ii) and Hofmeier (12), or the cancroid of 
the body may be a metastasis of a cancroid of the cervix, as in a case 
described by Pfannenstiel (10). 

To the cases originating in the cavity itself, as described by Pier- 
i^g (5)> Gebhard (9), Lohlein (13), Flaischlen (14), Emanuel (15), I 
have added here the two cases described above. By the connection 
established by recent researches between cancroid of the body and 
ichthyosis, the latter has gained an importance formerly unthought 
of. The subject deserves the full attention of the microscopist as 
well as the gynaecologist, and tends to show again that the latter can 
not do full justice to his specialty if he is not also a microscopist. 
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TRANSACTIONS OF THE CHICAGO GYNiECOLOGICAL 

SOCIETY. 

Stated Meeting, September 20, 1895. 

Extra-uterine Pregnancy. 

Dr. Emory Lanphear, of St. T^ouis (present by invitation) : Dn 
Robinson wished me to present this specimen which he secured this 
afternoon in an operation at the Harvey Hospital, assisted by Drs. 
Lucy Waite and H. P. Merriman, and I take pleasure in doing so for 
three reasons : First, on account of the character of the specimen ; 
second, on account of the short time which was required to complete 
the operation ; and third, on account of the mistake in diagnosis. 

The patient was a lady about thirty-four years of age, and for 
several years had complained of some pelvic trouble, presumably 
chronic salpingitis. Late in the autumn of 1894 she became preg- 
nant. There was no history, so far as could be elicited, of any rup- 
ture of the tube, or any symptom pointing to such rupture. At the 
proper time she experienced quickening, but knew that there was 
something wrong, and came to this city, I think in May, consulting 
several physicians with a view of having some operation done. It 
was at that time impossible, according to the doctors* opinion, to 
make a diagnosis with any degree of certainty ; she was therefore ad- 
vised to wait, and did not return until a few days ago. According to 
her statement, on the nth of July last the foetus died. She is cer- 
tain of the date, and it is quite probable, from the character of the 
specimen, that she is correct in her assertion that the child died at that 
time, when she was about eight months pregnant. Shortly after the 
death of the foetus the breasts began to decline in size, becoming 
flabby ; and she underwent the other usual symptoms which accom- 
pany death of the foetus. Upon her arrival here she was examined 
by a number of prominent physicians, but no agreement could be 
arrived at as to the character of the trouble ; the majority, however, 
inclined to the belief that the patient was suffering from a myoma^ 
complicated with pregnancy and death of the foetus ; but whether the 



12 The Chicago Gynecological Society, 

child was in the uterus could not be positively determined. Upon 
section to-day a mass resembling the uterus came into view as soon 
as the abdominal wall was incised, and the operator, while attempting 
to raise this, penetrated the envelope of the foetus. Examination of 
the specimen will show the child still enveloped in its covering at- 
tached to a portion of the placenta. There is also a good-sized blood 
clot that has shrunken fully one half in the alcohol, which had given 
rise to the opinion that there was myoma present, it being felt through 
the abdominal parietes. 

Dr. Robinson and myself were not at first agreed as to the charac- 
ter of the extra-uterine pregnancy — that is, the location of the foetus ; 
but it is now our opinion that this is an intraligamentous pregnancy, 
that a rupture from the tube had occurred into the broad ligament, 
and that the envelope is but the peritoneal surfaces of the broad 
ligament. At the point where the two layers of peritonaeum are 
separated to inclose the child there was a continuation of the cavity 
downward into the pelvis alongside the uterus, in which was a blood 
clot consisting of about one quart of blood. There was no con- 
nection between the sac and the general peritoneal cavity. I think 
the patient was on the table less than forty minutes. In the re- 
moval of the foetus the peritoneal envelope was of necessity torn, in 
order to secure the placenta (which was extracted in its entirety) and 
the blood clots which lay deep within the folds of the broad ligament. 
After cleaning the cavity, it was necessary to suture the remnants of 
the sac to the parietal peritonseum, to pack the sac with gauze, and 
provide drainage of the general cavity. The operation was compli- 
cated and rather tedious, yet it was completed within forty minutes, 
and in this case time was a great desideratum. I have always main- 
tained that the time element in abdominal work is one of the most, 
if not the most, important part of abdominal surgery, and the rapidity 
with which this operation is done, I am sure, may save the patient's 
life. 

The third important point was the mistake in diagnosis. This is 
particularly gratifying to me, from the fact that for a long time I have 
maintained that in the large proportion of cases of intrapelvic growths 
it is impossible to say accurately what the character of the lesion is 
until the abdominal wall has been opened. And when some of the 
best men in Chicago make the mistake of confounding an extra- 
uterine pregnancy with an oedematous myoma, I feel sustained in the 
position I have so long maintained. 
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A Monstrosity. 

Dr. John A. Lyons : This specimen is an encephalic foetal mon- 
ster. The face is very strongly developed : the nose is large and flat- 
tened ; the eyes are very large and almost protrude from their sockets ; 
the ears are exceedingly large, and the tongue is also larger than 
normal, and protrudes from the mouth. 

The head shows moderate development anteriorly, but has no 
vertex. The two parietal and occipital form a rough conglomerate 
mass. Rhachischisis posterior exists, involving the four upper cervical 
vertebrae. 

Portions of the atlas and axis are united, and prottude on either 
side in a manner to resemble horns. The spinal cord is normal in 
size and position. The laity usually attribute such anomaly to ma- 
ternal impressions received during early gestation. Many physicians 
regard syphilis as an ^etiological factor. 

Saint- Hilaire, Meckle, and Dareste attribute the arrested develop- 
ment to pressure on the amnion, which I believe is the correct aeti- 
ology. 

In this specimen both membranes are firmly adherent to the 
placenta and form a marginal attachment. The portions of the mem- 
branes are very thick, and show evidence that an inflammation of the 
placenta existed. The family history is good. The father and 
mother are about thirty and twenty- eight respectively, and have good 
health. This is their second child and it lived ten minutes. Their 
first child is twelve months old and is perfectly well. 

Uterine Myoma containing a Foetus. 

Dr. T. J. Watkins : This specimen I exhibit not because it is 
especially rare, but because it is a very pretty specimen. It is a fibroid 
of the uterus which has had two centers of development — one in the 
anterior and the other in the posterior wall. Within the uterine 
cavity are the attached placenta and the amniotic sac, and within the 
sac is a foetus of about eight weeks* gestation. The fibroid in the 
posterior wall was impacted in the pelvis and would have made labor 
impossible, and that was the reason for the hysterectomy. The pa- 
tient made an uneventful and rapid recovery. 

Ichthyosis Uteri, 

By Emil Ries, M. D. 

(See page 1.) 
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Dr. D. T. Nelson read a paper entitled 

W?un and How should Cancer of the Uterus be removed ? 

He advocated early operation, and preferred the vaginal route of 
operation. He advised the use of ligatures in most cases, and forceps 
in exceptional ones. 

Discussion. 

Dr. Stehman : In answering the question as to when and how 
uterine cancer should be removed, I would say, first, that it is of the 
utmost importance to make a correct diagnosis. Then, after being 
sure of the pathology, it is equally important that we determine 
whether the lesion is limited to the uterus ; for if it is not, but has 
involved the surrounding tissues, the case is surely inoperable. This 
extension manifests itself in impairing the mobility of the uterus, 
when, if this be the case, an operation should be undertaken with 
great reluctance. 

In operable cases, I think by way of the vagina is the preferable 
route. However, where the uterine body is primarily involved, with 
lymphatic enlargement, or in the undistended vagina of the virgin, or 
senile contracted vagina of women advanced in years, the abdominal 
method will succeed better. Moreover, there are also many cases 
where a combination of both these methods may not only be of great 
advantage, but also be even necessary to secure the best results. 

Should we use the forceps for compression, the suture, or a com- 
bination of both ? 

It is an undoubted fact that so far as performing the operation is 
concerned, there is much to be said in favor of the clamp. The 
gaining of time, which is such an important factor in the performance 
of all operations, is deserving of the greatest consideration. The 
clamps can be applied in all cases that can be benefited by an opera- 
tion, whereas this is not true of the suture. 

Formerly, when nearly every case of uterine cancer was consid- 
ered operable, it was sometimes difficult, in fact impossible, to apply 
the clamp except as directed by the sense of touch, but now we feel 
that a broad ligament that can not be drawn down sufficiently to apply 
the clamp in situ is scarcely an operable case ; therefore the objection 
of traumatism or injury to important viscera by the clamp is not so 
weighty as* it was previously. It is true that to use the clamp is not 
as ideal as the suture, and then it is more unsurgical ; but even this 
should carry no weight in considering the best methods of operating. 
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The clamps necessitate drainage ; open wounds increase the risk of 
infection. They are also more distressing to the patient ; but since 
they are removed at the end of thirty-six or forty-eight hours, and by 
their use the patient has lost less blood, taken less anaesthetic and 
consequently suffered less shock, even this objection falls. 

Whatever method we may employ, all things being equal, there 
can be little difference as regards the prognosis so far as recurrence 
is concerned. 

In vaginal hysterectomies for conditions other than malignancy, 
where there is no distention of the vaginal tissues, my cases seem to 
show no difference in results ; but where the integrity of the vaginal 
structures is impaired, and we desire to remedy the defect, I should 
undoubtedly prefer the suture. 

Dr. E. C Dudley : I am in accord with what Dr. Stehman has 
just said, especially about the instruments. Simple straight forceps 
are much more manageable. This is my conclusion after having 
used a great variety of forceps of various curves and angles, including 
one of my own, all of which I have now discarded. Any forceps for 
this purpose should be straight, should have a strong lock and a 
strong jaw. The question as to when cancer of the uterus should be 
removed is quickly answered. It should be removed when it can be 
removed — /. ^., when it can all be removed. If the cancer has ex- 
tended far beyond the uterus into the parametria, so that all the diseased 
tissue can not be taken away, then, of course, the disease will continue 
and the operation will be useless. The question resolves itself into 
one of diagnosis. The diagnostic point is how far the disease has 
extended, and that is sometimes very difficult to settle. However, 
sometimes the doubtful cases turn out well. Even a few months of 
respite is something. 

As to the forceps versus the ligature. There is certainly a great 
advantage in the former in the very fact that you can by the use of 
the forceps grasp a considerable portion of the broad ligament. Now, 
whatever is included in the grasp of the forceps will slough, and we 
want it to slough, because in this way the last diseased tissue may be 
removed. One may grasp a broad ligament with long foiceps, pull it 
down, and then grasp it still farther back with another forceps. In 
this way a large portion of the broad ligament may be destroyed, and 
the patient thereby is protected against the possibility of leaving some 
portion of the ligament that may have been involved in the disease. 
Of course the glands should be carefully removed if possible, as in 
cancer of the breast. 
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The forceps is a good means of drainage. It is not necessary to 
have a hollow drain. The secretions find their way along the solid 
forceos by continuity of surface, and the field of the wound is thereby 
thoroughly drained. Some one has found by experiment that the 
drainage along the surface of a solid cylinder is nearly if not quite as 
copious as that which goes through a hollow cylinder. I have some- 
times caught the peritoneal margins of the wound in small forceps, 
using three qr four, from one broad ligament to the other, so as to 
hold the margins of the peritonaeum together, and in that way to ap- 
proximate the margins by means of the tips of the pressure forceps. 
This practically closes the wound, and still it leaves little spaces be- 
tween the forceps where any secretions in the peritoneal cavity may 
escape. After reporting this as a new method I received a letter from 
Sir Spencer Wells in which he called my attention to a paragraph in 
one of his articles in which he had proposed the same thing, but he 
did not claim ever to have put the idea in practice. 

There is no reason why one should confine himself to the use of 
the forceps to the exclusion of the ligature, or to the ligature to the 
exclusion of the forceps ; they are both effective, both satisfactory ; 
therefore whichever is most convenient, whichever will facilitate the 
operation, is best to use. When there is no malignant disease the 
ligature, if it can be as easily applied, is unobjectionable, because there 
is then no object in destroying the parametric tissue. In cancer of 
the uterus, forceps are desirable for the reasons already given. 

Dr. T. J. W ATKINS : The technique of vaginal hysterectomy, I 
believe, has changed much since we have learned better the anatomy 
of the broad ligaments as a result of numerous operations. Formerly 
the broad ligaments were supposed to be extremely haemorrhagic ; that 
if we punctured the pampiniform plexus or left any portion of the 
broad ligament untied or undamped, the patient would certainly die 
from haemorrhage. Therefore when vaginal hysterectomy first came 
into use it was considered necessary to clamp or ligate the entire broad 
ligament. Now, however, we know that a very large portion of the 
broad ligament does not bleed when severed. 

Of late I have been doing vaginal hysterectomy by separating the 
vagina from the cervix in the usual manner ; then, while the uterus is 
firmly pulled downward, the base of the broad ligament on one side is 
brought into view and severed. The uterine artery when cut is 
clamped with a small forceps. Any other bleeding points are in- 
cluded in this forceps, or an additional one is used. The same pro- 
cedure is used on the other side. If all the cancerous tissue was not 
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curetted or excised before incising the vagina it is now thoroughly- 
cut away. Blunt dissection, anterior and posterior, to the uterus, ex- 
tending through the peritonaeum, is practiced before the bases of the 
broad ligaments are severed. If the uterus is very large, or if much 
manipulation is needed to free adherent ovaries and tubes, the bleed- 
ing points in the bases of the broad ligaments are secured with ligatures ; 
otherwise the small clamp forceps is left. The fundus of the uterus 
is now brought down into the vagina, together with the ovaries and 
tubes, either by the anterior or posterior method, and the tops of the 
broad ligaments are easily secured with small forceps, one on either 
side, and the uterus excised. 

The advantages of this method of operating are, very little tissue 
is included in the forceps, which occasions little suffering and only 
slight sloughing results. The operation is easy of execution. It is 
not, however, readily done when the vagina is small or when the 
uterus is not freely movable. 

Dr. J. H. Etheridge : This seems to be a pretty broad subject to 
discuss and a very great deal can be said about it. With regard to the 
first part of the subject — When shall we remove a cancer } — I think 
Dr. Dudley has epitomized it beautifully when he says " when you 
can " ; that is right. It is unfortunately the case that we get cancer 
when it is too late ; we can not do anything, or if we do we seem to 
hasten the patient's death. The second part of the subject — How to 
take it out — is very great. Dr. Byrne, of Brooklyn, tells us he takes 
out cancer with the thermo-cautery, as high as possible, and his pa- 
tients do not come back for years. Dr. Baker, of Boston, tells us he 
gets remarkable results by making the high amputation of the cervix, 
and lots of his patients do not come back for years. We do the same 
thing, and our patients come back in a liitle while. So it seems to 
me there are cases and cases. Now, I believe this to be true, and 
Dr. Stehman touched upon that in a very apt way when he said that 
diminished mobility of the uterus indicates the involvement of the 
broad ligament. I believe where we have a little invasion of the 
cervix and no invasion of the broad ligament, as shown by mobility, 
a simple vaginal hysterectomy is the best method to employ ; but if 
we have a case where the broad ligament is involved, we can do a 
great deal more complete work by combining the hysterectomy oper- 
ation, cutting loose the cervix from the vaginal mucous membrane ; 
then pushing up as far as possible and grasping as much as we can of 
the broad ligament in the forceps, then grasping above that, and com- 
pleting the denudation in that way, with the hand from below, we 
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can put the forceps as far out as to the pelvic wall. Where there is 
cancerous invasion of the broad ligaments it is an invasion we can 
never entirely reach ; but I believe we give a great check to the rapid- 
ity of the absorption and the dissemination of the cancerous material 
by this free sacrificing of the broad ligament in the combined vagi- 
nal and abdominal operation. If one takes out two or three can- 
cerous uteri by this combined method and thinks he has got very 
good results, and is emboldened to attack a case that is too much in- 
volved, where the broad ligament can not be secured by either forceps 
or ligature, and the patient has a haemorrhage and dies, I think he 
will become very timid about attacking every case of that kind. But 
it is true, nevertheless, that the combined operation in certain cases 
where there is an involvement of only one broad ligament presents 
the most brilliant and satisfactory results we have to expect in this 
very terrible disease. 

In regard to the difference between the use of the clamps and 
ligatures I think this : Any one who starts out to be an advocate of 
the clamp exclusively or the ligature exclusively makes a mistake, 
because in certain cases the use of the clamp is superior to that of 
the ligature, and in others the ligature is preferable to the clamp. I 
do not know that I can define offhand just how I would select the 
clamp for some and the ligature for others ; but in cases where the 
cancer is high up the use of ligatures prolongs the operation out of 
all reason ; there I should use the clamp. Where the uterus is low 
down, the vagina capacious, and the broad ligaments long, I would 
use the ligature in some cases. 

I do not pay much attention in practice to Dr. Nelson's objection 
to the use of the forceps in the way of the necrotic end of the broad 
ligament left after the removal of the forceps. I have always looked 
upon this necrotic tissue as the explanation of the little temperature 
we get for the first five or six days after the patient is put to bed. 
One great advantage in the use of the forceps is the celerity of the 
operation ; we can take out the uterus and put the patient to bed in a 
few minutes in the majority of cases. The operation is often per- 
formed within twenty minutes from the time the patient is placed on 
the table. I do not think we are justified — in women who are ansemic, 
septicaemic, or have lost blood and flesh from the presence of cancer — 
in doing an operation that is two, three, or four hours long. That is 
too long altogether. With the woman's tissues full of micro-organ- 
isms, as they are, we will find that to almost devitalize her and 
paralyze her tissues by prolonged operation is very unwise. 
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Dr. Stehman speaks of the unsurgical aspect of forceps used in the 
vagina. I do not believe it is any more unsurgical than a metallic 
instrument to do an operation with, or the old-fashioned splints or 
plaster of Paris for fractures. I think the use of forceps in the vagina 
is highly surgical. 

Dr. E. C. Dudley : I wish to emphasize the last remark of Dr. 
Etheridge as to what is surgical and what is unsurgical. There is 
no possible doubt that the use of haemostatic forceps in the removal 
of uterine cancer will in many cases save life. Now, if that be un- 
surgical let us pursue the unsurgical course. We can afford to be 
unsurgical if that will save more lives. A meritorious method can 
not be destroyed by an epithet. 

Dr. Fernand Henrotin : The subject has been pretty well dis- 
cussed and I have but one word to say, and that is in regard to the 
principle in these sections, and I wish only to repeat a few remarks I 
made some months ago on this subject. Heretofore all septic in- 
flammatory diseases, pus, tubes, etc., were removed through the ab* 
domen, but I believe the near future will show that many of these 
forms of disease may be taken out from below to better advantage, 
and, on the contrary, the malignant diseases that we have heretofore 
been taking out from below will be done by opening the abdomen in 
almost all instances. When you discover carcinomatous tissue at the 
cervix you say the body should be taken out, but you leave parts of 
the tubes and ovaries. In my opinion, the ideal way of removing 
cancer is by the combined operation. One must begin at the top and 
attack the infundibulo-pelvic ligaments, then the ovary and the tube, 
keeping as close to the pelvis as possible. By the use of the combined 
method in these cases we have the advantage of the ligature at the 
upper part tying off the broad ligament, and then the uterine arteries 
are clamped through the vagina ; then, there being only a ligature at 
the upper part of the ligament, after the uterus and adnexa are cut 
away you can close the wound entirely with a running suture and pack 
from below, and you will have an answer to the question how a can- 
cer of the uterus should be removed. 

Dr. E. C. Dudley : I would like to ask Dr. Henrotin if it is his 
understanding that the majority of operations for uterine cancer are 
done without removing all of the tubes and ovaries ? 

Dr. Fernand Henrotin : I mean simply that portions of the 
tube are frequently left in, and of the ovary too ; you can not do as 
perfect work and take away all of the broad ligament by working from 
below as from above in malignant disease where every small amount 
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of tissue counts. In inflammatory disease you do not need to cut 
away all the little pieces of diseased tissue. 

Dr. E. C. Dudley : My experience with clamps in vaginal hyster- 
ectomy includes some forty cases, and I do not recall any difficulty 
in getting the whole of the tube together with the uterus. The tubes 
frequently have to be clamped with other forceps than those used for 
the broad ligament. 

Dr. Weller Van Hook : The questions before the Society are 
questions that rest at last upon our knowledge of the pathology of 
uterine carcinoma. Much practical knowledge of the natural his- 
tory of these tumors can be gained by clinical observation. But 
microscopical study affords also a substantial basis upon which to 
build. 

In Virchow's Archiv (Band cxl, H. i) is an article by Seelig, of v. 
Recklinghausen's Laboratory, in which the extension-paths of uterine 
carcinoma are carefylly studied. After detailing the mode of spread 
of the disease within the uterus itself he describes the growth of the 
disease into neighboring structures. No statement that he makes is 
of greater import than that the carcinomas of the cervix are espe- 
cially prone to grow into the vaginal walls. And, as the muscular 
layers are chiefly affected at first, the observer is likely to imagine that 
the vagina is normal. The practical lesson is that we should remove 
a ring of vaginal tissue in operating on all cervical carcinomata. 

The parametrium is, as we already know, invaded through its 
lymphatic vessels. The importance of removing as much as possible 
of this tissue in all cases is not to be overestimated. 

A study of Seelig's article can not fail to interest every practical 
operator. 

Dr. M. L. Harris : I merely wish to say a few words in the same 
line as Dr. Van Hook has done — that is, about the method of exten- 
sion of carcinoma. The work Dr. Van Hook has spoken of mentions 
the extension of carcinoma upward, and I would like also to call at- 
tention to the extension of carcinoma downward in the direction of 
the lymph current in the lymph channels. The lymph channels of 
the mucosa of the uterus take a downward course, passing through 
the substance of the cervix to the utero-vaginal junction, then into 
the cellular tissue of the broad ligaments. In carcinoma involving 
the mucosa of the uterus, small carcinomatous nodules have been 
found in the lymph glands, and in the cellular tissue of the broad liga- 
ment when the body of the uterus itself and the cervix were still ap- 
parently not involved. This extension of carcinoma through the 
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lymphatics has been demonstrated so clearly in carcinoma of the 
breast that soon after the breast itself is positively involved in the 
carcinomatous process, small nodules are also detectable in the lymph 
glands considerably removed from the primary growth. Likewise in 
this connection I would call attention to Petrich's work on extension 
of carcinoma through the lymphatics where carcinomatous nodules are 
not only frequently, but almost invariably found in the first lymph 
glands. This brings up the question of how to operate. From the re- 
markable results which have followed radical operation in the breast 
where we invariably remove tissues in the direction of the lymph cur- 
rent, remote from the primary growth, even when macros copically we 
are unable to determine their infection, it would seem that we should 
follow the same principle in removal of the uterus, and this is to be 
accomplished only by the combined or laparo-vaginal operation. 
There is no reason why we should not follow up the lymphatics in the 
direction which they extend from the uterus, removing them up to at 
least the first or second lymphatic glands with all of the intervening 
connective tissue, just the same as we now invariably remove the 
lymph glands with connective tissue, in the axilla, for instance. 
This can not be done through the vagina. We can better remove 
the upper part of the vagina from below, and, as Dr. Van Hook has 
said, this is highly desirable, because the lymphatics extend in that 
direction. We should remove not only the broad ligaments, but the 
connective tissue and lymphatics along the iliac vessels as high up 
perhaps as the bifurcation of the aorta, and this of course can only 
be done from above. Hence I think the combined laparo-vaginal 
operation should always be done for carcinoma uteri. 

Dr. E. RiES : I have seen the specimens of Seelig, who began his 
work under my direction. I know that the lymphatics have been in- 
fected before anything could be found in the blood-vessels of a car- 
cinomatous uterus. The most of the infected lymphatics surrounded 
the blood-vessels, but in the blood-vessels nothing pathological could 
be found. It is therefore probable that the infection goes along the 
lymphatic ducts rather than along the blood-vessels. 

It may interest Dr. Harris to know that the operation of which 
he has spoken was proposed by me in March of this year, and that it 
has been done by Dr. Rumpf, of Berlin, about six weeks ago with per- 
fect success. I have proposed to do this operation in every case of 
cancer of the lower segment of the uterus because our microscopical 
examinations have shown that the cancer has always gone much 
further than clinical experience seems to show.  Cancer has been 
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seen not only in the lymph vessels of the body of the uterus, but it 
has been seen in the lymph vessels of the parametrium long before it 
was possible to detect it macroscopically. I have been able to find 
small microscopical nests of cancer in the Fallopian tube at a time 
when it seemed absolutely normal. From these observations I was 
obliged to follow the same association of ideas as Dr. Harris has done, 
and to say to myself that in doing hysterectomy for cancer we must 
remove all infected tissue, as is done in the removal of cancer from 
other parts of the body. I therefore proposed this operation, but I 
have not had a suitable case for it since I have finished my experi- 
ments. The twenty-five vaginal hysterectomies for cancer of the 
uterus which I have done were done without removal of the glands. 
I had to perform several experiments before attempting the operation,, 
because there were some conditions I was not sure would be favorable 
to the operation — one, for instance, the peeling off of the peritonaeum 
during the operation. I have made experiments on the dog, peel- 
ing off large pieces of peritonaeum from the abdominal walls ; they 
have never sloughed, and the dogs have always recovered perfectly 
well. So there is no doubt that peeling off of the peritonaeum would 
do no harm. I had further to ascertain if there would be danger of 
injuring the blood-vessels. According to the experience of surgeons 
in extirpation of the glands of the axilla in cancer of the mammae,, 
there is little danger of injuring the blood-vessels not involved in the 
disease, and if the blood-vessels are involved it is better not to oper- 
ate. The operation which Dr. Rumpf, of Berlin, did was exactly as I 
described it, but he did it in a case on which I would not operate. 
He did it in a case where he could find the swelling of the glands by 
examination before the operation. I would not advise operation in 
such a case, because I believe the disease is too far advanced for an 
absolute cure. I propose to do the operation in cases where the can- 
cer seems restricted to the uterus itself, and to do the operation ac- 
cording to the principles used in operations for cancer of the breast, 
which must be the prototype for operation on cancer of the uterus. 

Dr. E. C. Dudley : The course of carcinomatous development in 
the pelvis from the cervix through the lymphatics of the parametria 
on the one hand, and into the corpus uteri and tubes by continuity of 
surface on the other, has a striking analogy in the precisely similar 
directions of development now demonstrated for the pelvic inflamma- 
tions. 

Dr. H. P. Newman : When we have to deal with a case of cancer 
of the utenis we must remember that we are operating upon a dying 
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patient, and time is an extremely important factor. No cancerous 
case where the disease has advanced to any degree and where the 
patient is anaemic from loss of blood, or is cachectic to an extreme, 
will allow of a protracted operation. Hence we must adapt our oper- 
ative procedure to the individual case, not the case to the operation. 
The preference should, of course, be given to the vaginal method when- 
ever it can be used as efficiently and as quickly. 

The technique of the operation can undoubtedly be facilitated by 
the use of forceps. Again, we can reach more remote portions of the 
broad ligament where it is necessary to remove much of this structure. 
On the other hand, a more thorough and complete operation can be 
done in certain cases by the combined method — abdominal and vaginal. 
In short, one should not be wedded to any one method of operating 
in this serious disease, but be governed by the exigencies of the indi- 
vidual case and the condition of the structures involved. 

Dr. Emory Lanphear, of St. Louis : That which I may have to 
say concerning removal of the cancerous uterus can have but little 
weight in a gynaecological association, since I must speak from the 
standpoint of the general surgeon instead of one who limits his prac- 
tice to disease<J of women ; furthermore, as my hysterectomies have 
been something a little less than ninety-five (the exact number I am 
not now prepared to state), my experience can scarcely be compared 
with that of operators who number their cases by the hundreds. Yet 
inasmuch as my primary mortality has been somewhat less than ten 
per cent., and I have had reported recurrence in but one case (con- 
cerning which I shall say more presently), some remarks upon the 
methods I have found most advantageous may not prove wholly unin- 
teresting to the members present. 

Being but the guest of this Society, I do not feel at liberty to 
speak as freely as I would like in condemning the work of any one 
who would require more than one hour to complete a hysterectomy 
for cancer even under extraordinary circumstances. In ordinary 
cases a skillful operator rarely requires more than ten minutes if the 
clamps afe used ; twenty minutes is ample time for operation with the 
ligatures ; and from fifty to fifty-five will be all that is needed for the 
"combined " method of suprapubic and vaginal extirpation. For the 
very reason that it consumes valuable time, I have not for long at- 
tempted to close the line of incision in the peritonaeum or to cover the 
raw surfaces left by cutting the lateral attachments of the uterus^ 
tubes, and ovaries ; simply packing the lower part of the pelvis with 
iodoform gauze (which is allowed to remain forty-eight or seventy- 
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two hours) answers just as well — or at least 1 have never had a single 
unpleasant symptom causing me to regret the adoption of the plan — 
and I am sure I have saved a number of lives by the promptness with 
which I could thus place the patients in bed. For the same reason I 
have discarded irrigation after removal of the womb, though there are 
other causes for not using it, such as its carrying infective material 
into the peritoneal space ; careful, hasty sponging of the pelvis fol- 
lowed by rapid packing is far more satisfactory. Relative to the 
time when removal of the carcinomatous uterus is advisable there are 
three points to which 1 wish to call attention : i. Every case of can 
cer of the uterus ought to be given the benefit of hysterectomy just 
as soon as it is possible to make a diagnosis. Nay, more ; I believe 
that every patient in whom there is even a suspicion of malignancy 
should be subjected to operation. By such early extirpation most 
lives can be saved — all prolonged greatly ; and with comparatively 
little danger, because removal of the uterus and its adnexa is a safe 
operation in the hands of a good surgeon piovided the cancer is not 
far advanced, the cases that die being those already enfeebled by 
haemorrhages and other depressing influences which appear late in the 
history of the disease. 2. Some cases should be operated on even after 
the trouble has progressed to a marked extent. My rule is to attempt 
removal of the diseased tissues whenever there has been no great in- 
volvement of the lateral attachments of the uterus, tubes, and ovaries. 
Implication of the posterior vaginal wall offers no objection to hys- 
terectomy if the womb be still freely movable — that is, if there be little 
cancerous infiltration in the broad ligaments. Indeed, I have even 
removed portions of the rectum and bladder, and without any return 
of the disease, though I believe only about two years have passed 
since my first operation of such great extent. So with such favorable 
results I am inclined to operate upon certain cases where a superficial 
examination would incline one to believe the disease too far advanced 
for hope of even prolonging life. But we should be very careful in 
the selection of the operable cases, as these women are trie ones who 
die and give us our high mortality rates as well as possibly influenc- 
ing some afflicted acquaintance against operation while she may be a 
very fit subject. 3. A few patients should be operated upon merely 
as a palliative measure, with careful explanation to the woman and 
her friends that the work is not expected to do more than give tem- 
porary relief. I have already said I have had but one return of the 
cancerous disease in my work. This was really not a recurrence, but 
an extension of the trouble, as I knew at the time of operation that 
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removal of all infected tissue was impossible. The lady was sixty-five 
years of age, cancer far advanced ; she was weak from repeated 
alarming haemorrhages, septic, and apparently within a few weeks of 
death, as she was unable to sit up. But the pains were so intense that 
she begged me to do something to give her even a brief respite. I hesi- 
tated between three procedures : {a) extensive curettage and packing, 
{b) curettage and cauterization with the Paquelin, and {c) enucleation 
by the method of Pratt. I finally determined upon the last-named 
measure, and did it without serious loss of blood and without shock. 
This woman improved very rapidly, the sepsis disappearing, the pain 
vanishing, and the strength returning with almost startling suddenness. 
She died some six or eight months later of obstruction of the bowel 
from extension of the disease to the intestines ; but my operation 
gave her almost complete relief from the gnawing agony of carcinoma 
uteri, and certainly prolonged her life several months. I believe that 
in certain well-selected cases this step is justifiable even very late in 
the disease. In my earlier work I was partial to the use of Polk's 
clamps ; and if there exists any special reason for rapid work, and the 
disease has not invaded the regions alongside the womb, I still make 
use of clamps, employing long, strong haemostatic forceps by choice, but 
pulling the tissues downward sufficiently to enable me to see ex- 
actly what is included within the blades. Unless this can be done 
I do not think clamps are ever justifiable. Whenever, then, the 
uterus can not be readily pulled down, and when there is much 
lateral spread of the disease so that the unvarying straight line of 
the clamp will not exclude all suspicious areas, the ligature is to 
be selected. Formerly I used catgut ligatures (as I do now in all 
intra-abdominal and pelvic work other than this operation), but had 
to discard them for silk because it was impossible to prevent suppura- 
tion in a large percentage of cases ; and I li gated en masse^ as does 
August Martin and others ; but lately I have been cutting the cir- 
cular artery and tying it, then cutting the uterine artery, catching 
it in haemostatic forceps, and ligating it just as I would any other 
vessel in any other part of the body, and lastly throwing a ligature 
around the ovarian vessels. This is the ideal method of performing 
hysterectomy, as no other tissues save blood-vessels are caught in the 
ligatures and left to slough ; and I advise its adoption in every case 
where it can be put into practice. In conclusion, I wish to give 
expression to the pleasure I feel on account of the praises of Drs. 
Etheridge and Henrotin for that which they term the "combined 
operation," as this is my own invention. Several years ago I pub- 
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lished the first description of this method in the Annals of Surgery ^ 
and subsequently sent a report of several cases and a more careful 
detail of the technique of ** I.anphear's operation " to the New York 
Medical Record, When there is extension of the disease very high 
in the broad ligament, when the patient is so weak that very rapid 
work is imperative, and for uterine tumors too large for vaginal ex- 
tirpation (the woman being in poor condition for abdominal hysterec- 
tomy as usually performed), it affords a comparatively safe means of 
removing the uterus with little shock and no haemorrhage. I have 
for several years maintained that by beginning the work below, as 
for vaginal hysterectomy, carrying the separation up to but not 
through the peritonaeum, and then making section above the pubes, 
pushing a pair of clamps up from below and quickly including the 
proper tissues in its grasp, cutting away the uterus, packing the 
vagina, and closing the abdominal wound — we can remove all 
diseased tissue with the minimum amount of time and shock and 
the maximum degree of safety so far as the relief of greatly ad- 
vanced cases is concerned. And I am naturally glad to hear this 
operation praised by such prominent gynaecologists as those who 
have commended it to-night. 

Dr. D. T. Nelson, in closing the discussion, said : As to time oc- 
cupied doing operations, so the patient gets well, I think it matters 
little whether we take much or little time. Of course, the less time 
the better, if only the operation is well done. But the main thing is 
for the patient to get thoroughly well. Some one recommended that 
forceps be put on, the broad ligament pulled down, then another bite 
caught, and so on. That is simply the method of applying the 
suture, only the suture is always applied immediately beyond the for- 
ceps. 

Official Transactions. T. J. Watkins, Editor of Society. 
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A CASE OF UNDESCENDED OVARY AND TUBE, WITH 
SACTOSALPINX PURULENTA PROFLUENS.* 

By M. L. Harris, M. D., 

Professor of Surgery, Chicago Polyclinic. 

Mrs. D., from a neighboring State, came to me in February, 1895, 
and gave the following history : Age, thirty-seven years ; American, 
widow. At the age of thirteen years she began to menstruate. 

Menstruation was normal, with the exception that the pain was 
always quite severe until her marriage at the age of twenty-six. She 
had a child one year after her marriage and a second one a year and 
a half after the first. No miscarriages. 

She is a well-developed woman and, previous to her present 
trouble, always enjoyed good health. 

Her illness dates back about seven years, when she was taken with 
severe griping pains in the abdomen, which was soon followed by 
vomiting. 

There were two or three loose passages from the bowels, and 
then obstipation with considerable distention of the abdomen re- 
sulted. 

The pain soon became localized in the right iliac region, where a 
distinct mass developed which was painful and tender, and which ex- 
tended, according to her description, internal to and above the an- 
terior superior spine of the ilium. 

She had constant fever and was quite ill for about six weeks, when 
there was a sudden discharge of blood and pus per vaginam^ after 
which she convalesced. She remained in fairly good health, with the 
exception of a little pain or soreness in the right iliac region upon 
exertion or straining, for about two years, when she had another 
attack similar to the first one. 

These attacks recurred at varying intervals until the past year. 
For one year she has practically been ill all the time, having had ^y^ 
or six relapses during this time. 

These attacks always began in the same manner. She had grip- 

* Read. For Discussion^ see page 43. 
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ing pain, gastric and intestinal disturbance, fever, swelling or tumor 
in the right iliac region, and was usually relieved by a discharge of 
pus through the vagina. 

She had just recovered from one of these attacks when she con- 
sulted me. She was well developed, and physical examination was 
negative until the right iliac region was reached. Here a roundish, 
oblong mass was distinctly palpable. Its long axis extended vertically 
and crossed a line connecting the anterior superior spine of the ilium 
with the umbilicus. About one third of the mass lay above this line 
and the remaining two thirds below it. 

Bimanual examination showed the uterus to be normal in size 
and mobility. No exudates could be felt in the pelvis. The vaginal 
wall was everywhere free, and no cicatricial tissue or adhesions were 
discovered, such as one would expect to find where an abscess had 
repeatedly discharged itself through this channel. As there was no 
discharge of pus at the time of the examination, and as the patient 
had not been seen at the time the discharge occurred, its exact 
point of exit could not be determined. 

The absence, as stated above, of cicatricial tissue or adhesions 
about the vaginal walls made it probable that the discharge came 
through the uterus from the FaJopian tube. The occurrence, how- 
ever, of a pyosalpinx or sactosalpinx purulenta which periodically 
discharges its contents through the uterus is extremely rare, and ac- 
cording to Martin, of Berlin {Die Krankheiten der Etieiter), the very 
few cases which have been reported recovered without operation. 
The clinical history, as given by the patient, corresponded very accu- 
rately with the history of chronic relapsing appendicitis. The period- 
ical discharge of pus from the vagina seemed to favor a sactosalpinx 
purulenta profluens. 

The mass corresponded so accurately in location and outline to 
such as are frequently felt in cases of chronic appendicitis, and the total 
absence on bimanual examination of pathological products in the 
pelvis, induced me before the operation to make a clinical diagnosis 
of chronic relapsing appendicitis. 

A straight incision, such as is usually employed for the removal of 
the appendix, was made parallel to the right border of the rectus 
muscle and directly over the mass. Upon opening the abdominal 
cavity the caecum presented and was raised upward and displaced 
outward, thus bringing into view the appendix, which was quite di- 
minutive in size. It measured but about three centimetres in length, 
was perfectly normal in appearance and free from adhesions. 
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It lay directly on the mass, which proved to be the right ovary 
and distended ampulla of the Fallopian tube. The mass presented 
the usual appearance of a sactosalpinx purulenta. 

The dilated tube embraced the anterior surface of the ovary, and 
was firmly bound to it by adhesions. 

The entire mass lay above the iliac vessels and entirely outside of 
the true pelvic cavity. The ovary rested on the psoas magnus muscle, 
its upper limit being opposite the bifurcation of the abdominal aorta. 

The attachment of the ovary posteriorly, corresponding to the 
ligamentum infundibulo-pelvicum, was rather broad, and extending 
externally became continuous with the internal layer of the ascend- 
ing mesocolon, and superiorly with the inferior layer of the mesentery 
of the lower end of the ilium. The ureter descended posterior to 
the ovary, and entering the pelvis, followed its usual course. 

The ovarian artery entered the infundibulo- pelvic ligament at the 
superior and internal angle, and the pampiniform plexus spread out 
posteriorly and internally. The ovary was about normal in size and 
appearance and had no corpus luteum. 

The ampulla of the tube was dilated to the size of an adult thumb 
and measured about eight centimetres in length. 

The isthmus was much longer than normal, and extended across 
the pelvis to the uterus, which occupied its normal location. There 
were no adhesions about the caecum, but this organ did not descend 
quite as low as usual. The left ovary and tube occupied their normal 
location. 

The right ovary and tube were ligated off in the usual way and 
removed. The patient made an uneventful recovery. 

This case presents two points of interest : 

1. An undescended ovary and tube. 

2. Sactosalpinx purulenta profluens. 

As is well known, the ovaries and tubes in the embryo at first ex- 
tend high up in the abdominal cavity, reaching as high as and even 
being overlapped by the lower end of the lungs. From this high 
position they gradually descend during the process of development 
until they reach the position within the true pelvis which they are 
found to occupy in the adult. 

This so-called descensus ovariorum is not an active process on the 
part of the ovaries and tubes, but is due rather to a more rapid or, 
perhaps better, a disproportionate development of the other neighbor- 
ing parts of the body, until at the end of the developmental period, 
and the rearrangement of the relations of the various organs, the 
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ovaries and tubes are found to occupy a much lower position and one 
farther removed from the mid-line than at the beginning. 

An arrest of development of neighboring parts, or the persistence 
of early forms, or the presence of unnatural adhesions of the ovary 
or tube, may lead to an arrest of the movements of these bodies at 
any point of their course, and thus bring about the condition of non- 
descent. 

That the ovaries may be arrested in their descent at any point is 
a statement made by almost all authors treating of these organs ; but 
it seems to be, like many another statement, simply copied and 
handed down from one author to another without any one producing 
evidence in the shape of a detailed case to support it. 

The literature of this subject may practically be said to begin 
with the excellent monograph by Puech on Anomalies of the Ovaries^ 
published at Paris in 1872. Unfortunately, the original of this valu- 
able paper was inaccessible to me, but from abstracts of the article 
found in the Rev. des sciences m^d,, 1873, Virchow's Jahresberichty 1873, 
and the Diet, des sciences mid.y we learn that it contained the complete 
literature of the subject up to that date (1872), with a detailed report 
of all recorded cases. 

These — some thirty-eight in number — ^are mostly anomalies of num- 
ber, size, etc. Two cases, however, by the author himself, are anom- 
alies of location, the ovaries being arrested in the lower lumbar 
region similar to the case here reported, and to which Puech gave the 
name ectopie lombaire. 

While this article may be said to begin the literature of the sub- 
ject, it may likewise be said to practically end it, as little that is new 
or original has appeared since it. In quite an extensive review of the 
literature since 1872 I have been unable to find the report of a case 
similar to this. 

Bland Sutton {Brit. Gynacol. Jour.^ i887-'88, vol. iii, p. 372) re- 
ports a case of non- descent of the ovary in an infant with spina bifida 
which survived its birth but a few days. 

The abdominal cavity presented evidences of extensive peritonitis, 
loops of small intestine were glued together, and the descending colon 
lay high up under the liver, firmly adherent to the ventral aspect of 
the right kidney. 

The right ovary and tube were firmly fixed by stout adhesions 
just below the crest of the ilium. 

Sutton suggested that perhaps the arrest of descent of the colon 
may have been instrumental in arresting the descent of the ovary. 
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This is the only case which I was able to find detailed, which will 
indicate somewhat, perhaps, the rarity of the condition. 

The second point of interest, the occurrence of a chronic puni- 
lent inflammation of the Fallopian tube, giving rise periodically to 
symptoms of acute peritonitis, which disappear coincidently with a 
•discharge of pus from the genital tract, is likewise rare ; while the 
combination of an undescended ovary and tube with sactosalpinx 
purulenta profluens I have not been able to find heretofore recorded. 
459 La Salle Street. 
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A CASE OF QUADRUPLETS* 
By Frank A. Stahl, M. D., Chicago, III. 

Demonstrator of Obstetrics, Rush Medical College ; Fellow of the Chicago Gyxuecological 

Society. 

Quadruplets occur but once in three hundred and fifty thousand 
to four hundred thousand births. A case where there is no trace of 
heredity : where labor, with the exception of rupturing the mem- 
branes, was normal ; where, notwithstanding the plural foetuses, none 
presented in a manner compromising the spontaneous delivery of the 
other — is of great interest. The interesting, theoretical, as well as 
practical, study of such a case as a whole possesses sufficient intrinsic 
value to warrant even a superficial presentation of the case. The 
labor occurred at home under poor circumstances, unfortunately, 
away from the advantages of a maternity and a couveuse, and was 
attended by a midwife. I saw the case on the third day. 

The husband, Patrick C, is a laborer, aged thirty- two years, a 
native of County Mayo, Ireland. His height is five feet eleven inches ; 
weighs one hundred and ninety pounds. Physically he is well de- 
veloped. There is no other instance of multiple pregnancy in his 
family. 

The wife, Catherine C., is aged thirty-three years, a well-propor- 
tioned woman, five feet eight inches in height, and weighs one hun- 
dred and eighty pounds, also a native of County Mayo. There are 
no anatomical deviations apparent in her development. There is 
also no trace of hereditary multiple pregnancies in her family. 

Her previous labors, all normal, were as follows : 

1. Para- Partus maturus, child now twelve years old. 

2. Para- Partus immaturus, child dead. 

3. Para- Partus maturus, child now eight years old. 

4. Para-Partus maturus, child died, two years old. 

* Read. 
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5. Para- Partus maturus, child now four years old. 

6. Para-Partus maturus, child now two years old. 

7. Para-Partus prematurus, all dead. (The present quadruplets.) 
Antelabor Period, — She noticed with some degree of anxiety her 

unusually (for that period of pregnancy) large abdomen, but, as she 
continued able to be about, she thought that things must be as they 
should be, though toward the latter days of her pregnancy she enter- 
tained some suspicion that there might be more than one child. Also, 
toward the last, a tendency to swollen limbs (pressure obstruction) 
was noticed, but never to any serious extent ; otherwise, nothing of 
any moment presented during the pregnancy. On Monday, Septem- 
ber 30th, having just passed the eighth-month period of pregnancy, 
she accompanied her little boy to the dispensary to have a scalp 
wound dressed. As the surgeon removed the dressing she fainted, 
on account of seeing the bloody bandages and the wound, and fell to 
the floor. She did not know whether or not she fell on her abdomen. 
After recovering from the faint she went home, riding a part of the 
way. That Monday evening and next Tuesday morning she felt 
very faint and tired, and toward noon she experienced slight bearing 
down pains. At irregular periods she continued to feel the slight 
bearing-down pains until the noon of Wednesday, when, as she states, 
real labor pains commenced. 

The LcUfor. — Wednesday, October 2d, 3 p. m., the first neonatus, 
vertex presentation, was delivered ; the second, breech presentation, 
followed about 4 p. m. ; the third, breech presentation, about 5 p. m., 
with the fourth, also a breech presentation, following about 6 p. m. 
With the fourth neonatus came the mass of secundines. There was 
no haemorrhage of any consequence. Allowing for the fear and dread 
of the parturient, and the Teutonic excitability of the midwife under 
the circumstances, I gather, from the description received from both 
mother and attendant, that the deliveries were not difficult and all 
were spontaneous, with the exception that the attendant found it 
necessary to rupture each sac as it came down, stating that the mem- 
branes were unusually tough. This toughness of the membranes arid 
their artificial rupturing is often mentioned in the histories of these 
cases. It would seem one of Nature's methods of throwing around 
each fruit a greater safeguard, a stronger protection than usual, to 
assist, perhaps, in preventing, so far as possible, a *' conflict of the 
fittest." 

The secundines came away with the fourth neonatus as one mass. 
The placental mass was made up of four small placentae united by 
3 
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membranous tissue ; each had its own cord, and a characteristic am- 
nio-chorionic membranous sac. Unfortunately, I could not persuade 
the midwife to disgorge the placenta, but the above is what I learned 
from the mother and the attendant before the latter's cupidity was 
aroused. 

The pturperium passed without any noticeable feature. About 
four weeks post parium she attended mass, walking to the church. 
Upon her return she complained of weakness and dizziness, followed, 
soon after she retired to bed, by a severe uterine haemorrhage, which 
was soon stopped. The occasion offered me the coveted opportunity 
to examine the pelvis and uterus. The examination yielded a wide, 
roomy, normal pelvis with a single normal uterus, at that time slightly 
subinvoluted ; normal annexa. 

To-day she is about and well, weighs one hundred and eighty 
pounds, and is actively engaged in selling photographs of her quad- 
ruplets. 



Neo- 
natus. 



I 

2 

3 
4 



Name. 



Tames.. . . 
Patrick... 
Bridget... 
Catherine. 



Weight. 



Pounds. 
2.5 

3-5 

2.75 
3.0 



Length. 



Inches. 

15-7 
16.5 

16.0 

16.5 



Circumference 
of pelvis. 



Inches. 
10.75 

II. 5 
10.5 

II. 5 



Lived. 



Hours. 
16 

17 
18 

78 



Observation of the illustration and a comparison of the figures 
show a perfect and singularly symmetrical development of the chil- 
dren. Examination determined no abnormality in their development. 
The three to the left, James, Patrick, and Bridget, died the next 
morning between the hours of 9 and 12 a. m. Catherine, the little 
one, with dress turned under, was alive when the photograph was 
taken, but died that evening — about seventy-eight hours post farfum 
They were all viable, and had I seen the case early enough, I would 
have employed the cauveuse ; unfortunately, when I did arrive three 
were dead and the fourth moribund. 

Theory. — Many theories have been advanced to explain the origin 
of multiparous pregnancies. It would entail too great an expenditure 
of the reader's time and patience to attempt to present even a hasty 
risumi of the long list of theories extant. 

It is generally admitted that any of the following conditions may 
result in pluriparous pregnancies — namely : 

1. Where one ovule contains two germinal spots. 

2. Where one Graafian follicle contains two ovules. 



The Chicago GynmeologUal Society. 35 

3. Where more than one follicle ruptures during the same ovu- 
lation. 

4. Where ovulation (Graafian -follicle rupture) occurs in the pres- 
ence of pregnancy. 

5. Where one or both ovaries may cast off a single or a double 
ovuled follicle at or about the same time. 

It is not difficult to conceive how in the anomalous case this lat- 
ter unilateial or bilateral plural rupture of Graafian follicles may oc- 



cur. In the usual case there is but a single impregnation, but in the 
exceptional case the exciting agent may be so continuous and possess 
such activity as to cause a maturing follicle (or follicles) to rupture 
prematurely in the presence of one that has already ruptured and has 
been impregnated. This second one may also become impregnated, 
and thus superimpregnation is the result 

Superimpregnation is the impregnation or fecundation of two or 
more ovules at or about the same time, in contradistinction to super- 
fxtation, which is the impregnation of a second ovule when (he uterus 
already contains an ovum which has arrived at a considerable degree 
of development. Superimpregnation undoubtedly occurs in excep- 
tional cases. This case is the result of superimpregnation. It is the 
usual normal occurrence in some of the lower animals. 

That superfoetation may and does occur is doubted by many, and 
especially by Auvard, who argues that it is only possible (a better 
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word, perhaps, would be probable, as all things are very possible in 
Nature) in a case of a double uterus or in ectopic gestation. From ob- 
servations made in some of my own biparal cases, where there was 
no doubt as to the uterus being single ; where gross inequalities in 
growth and development in the living children as well as in the dead 
would, in conjunction with other considerations, strongly suggest 
unequal periods of continuity of existence. In one case in particu- 
lar, in addition to this evidence, was the statement of the mother, a 
very intelligent woman, that she was afraid least a pluriparous con- 
dition obtained, as she had experienced that "caught feeling" a sec- 
ond time — a feeling not altogether one of pain and recognized by not 
a few women. In view of such observations, it is not difficult to " be- 
lieve in the reality of superfcetation," contra Dol^ris. This belief 
is further strengthened in the fact that " the same woman giving 
birth to twins bearing evident traces of being the offspring of fathers 
of different races," etc. (Play fair). Superfoetation may be observed in 
many of the lower animals. These views are strongly in line with the 
thought expressed by Darwin, who recognized what he so aptly terms 
" the similarity existing in all Nature.** 

In this case impregnation of four ovules most probably occurred 
at the same time ; that is, simultaneous superimpregnationy or the im- 
pregnation of four ovules within a very short space of time — immedi- 
ate successive superimpregnation. 

The four ovules originated either from (i) four follicles furnish- 
ing each one ovule, (2) two follicles furnishing each two ovules, or (3) 
one follicle furnishing two ovules, and two follicles furnishing each 
one ovule. They may have been expelled from one or both ovaries, 
most probably from both. 

That this is a case of superimpregnation, and that four ovules 
were impregnated, is corroborated by the following facts : 

I. The striking equality and symmetry of countenance, growth, and 
development indicate a common starting point. 2. The finger nails 
and their length, which are of more importance than the weight in 
determining a case of this kind, are in each indicative of an eight- 
months gestation, as estimated by the mother. 3. There is a perfect 
formation of each foetus. 4. There are no deformities of any kind. 

To have four characteristic chorions there must have been four 
ovules, since the zona pellucida furnishes the external of the three 
elementary layers of the mature chorion. 
Columbus Memorial Building. 
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TRANSACTIONS OF THE CHICAGO GYNAECOLOGICAL 

SOCIETY. 

Stated Meeting, November 22, 1895. 

The President^ E. C. Dudley, M. D., in the Chair. 

Exhibition of a Specimen of Parovarian Cyst. 

Dr. Henry T. Byford : I have not had an opportunity to exam- 
ine this specimen carefully, because it was removed this afternoon. 
The patient came to me several months ago, and after an examina- 
tion I diagnosed fibroid of the uterus and recommended an opera- 
tion. She lived in the country, and did not return to me until a few 
days ago. In the meantime she had become greatly emaciated, was 
vomiting, and in the last stages of exhaustion. At this examination I 
made a diagnosis of large parovarian cystoma. The whole abdomen 
was distended by fluid. Upon opening the abdomen I entered the 
cavity of an adherent cyst, from which a couple of pailfuls of appar- 
ently pure blood came out. I punctured numerous smaller cysts from 
within the main one. I then found that the main cyst had extended 
up as far as the diaphragm upon her left side, where it was attached. 
I could not get down into the pelvis at all, as the parts were adherent 
from the median line to the left side of the pelvis. On the right side 
I found a small peritoneal cavity. I separated the adhesions supe- 
riorly, and stripped off and ligated a large part of the omentum. I 
then pulled up the uterus, which was bent down in the cul-de-sac^ 
and found the immense mass continuous with the anterior wall of the 
uterus. I found I could not get it out without amputating the uterus, 
which I did, and left a small portion of the cervix. A ureter was 
accidentally caught in a ligature, cut, and then stitched to the abdom- 
inal wound. 

The tumor is apparently made up of trabeculated structure with 
small cysts in it. It developed between the bladder and cervix and in 
the left broad ligament, and every part of it was so firmly adherent 
that I could not tell what was peritonaeum and what was not. The 
bladder was in front of the tumor, against the pubes, and the ureter 
ran around the pelvic brim. 
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An interesting point is the manner in which the tumor seemed to 

grow from the uterus. I thought it was a fibro-cystic tumor of the 

uterus with a short, thick pedicle, until Dr. Wathen, who was present 

at the operation, expressed the belief that it was a broad-ligament 

cystoma which had pushed in between the bladder and cervix and 

grown into the superficial layers of connective tissue. I think his 

opinion is correct. You will notice that the tumor contains a large 

amount of tissue, and that a good part of it is as solid as fibroid 

tissue, so that the growth might be easily mistaken for a uterine 

fibroid. In fact, there is a little fibroid tumor protruding from the 

fundus of the uterus. The uterine cavity was four and a half inches 

in length when 1 first saw her. The tumor then did not reach the 

umbilicus, was hard, moved with the uterus, and was attached to the 

anterior uterine wall, so that one could not but think it was a uterine 

tumor. 

Discussion. 

Dr. Henrotin : Why did you cut the ureter ? 

Dr. BvFORD : The ureter extended along the pelvic brim, and 
apparently entered the abdominal ring, and until the tumor was cut 
off was thought to be the round ligament. As I applied my ligature 
I included a kink of it and snipped it off. 

Dr. Henrotin : You recognized the ureter as soon as you cut it ? 

Dr. BvFORD : As soon as the tumor was out of the way. 

Dr. Etheridge : Did you secure the distal end of the ureter ? 

Dr. BvFORD : Yes, both of them, intending to perform the opera- 
tion of Dr. Van Hook afterward. I should have done it immediately 
had the patient not been in such an exhausted condition. 

Dr. Newman : Did the mass surround the uterus } 

Dr. BvFORD : The uterus was behind and under it. 

Dr. Newman : It grew from the anterior part of the uterine 
wall? 

Dr. Byford : Apparently. 

Dr. William H. Wathen, of Louisville (by invitation) : Mr. Presi- 
dent : I am unable to discuss the case reported by Dr. Byford as in- 
telligently as I would like to do. I only saw the woman after she was 
on the operating table. The specimen exhibited was undoubtedly an 
intraligamentous cyst, arising on the left side, having become firmly 
attached to the uterus and adjacent structures. It is an unusual case 
of its kind, and while I have read the histories of a great number of 
intraligamentous cysts, and have operated upon many cases, I have 
not observed one that was so formidable to deal with as this. The 
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sac wall was so intimately conDected with the capsule that it was im* 
possible to say where the capsule ceased and where the cyst wall be- 
gan. Furthermore, this case was remarkable in that haemorrhage in 
the sac had increased in quantity within the last two months, until the 
four gallons of liquid contained in the cyst was probably three fourths 
blood. The woman, because of the excessive haemorrhage, was in a 
very feeble condition, and not prepared to stand much shock. The 
tumor was universally adherent, and the ureter had been displaced by 
the unfolding of the broad ligament, and instead of lying behind, a 
little to the left of the sacro-iliac synchondrosis, it was in front to the 
left of the anterior part of the pelvis, and because of the confused 
condition of the tissues the operator was unable to see the ureter 
until it had been ligated and the tumor removed. The operation was 
performed as dextrously as it is possible, and I dare say the ureter 
would have been injured had any one of us been operating. 

We will occasionally find reports of operations for the removal of 
intraligamentous cysts where the conclusion is reached by the surgeon 
that they are very easily removed. Some of them are easily removed, 
and there is no operation more beautiful and successful. They are 
shelled out, as it were, with no trouble ; but the next case may be so 
difficult that it is next to impossible to remove the cyst, and of all the 
difficult cases I have seen this case was the most difficult. 

Dr. T. J. Watkins : I would ask Dr. Byford if he used drainage 
and, if so, what method of drainage he employed ? 

About two weeks ago I operated upon a case where there had also 
been a very severe haemorrhage into a broad-ligament cyst. Indeed, 
the haemorrhage had been so severe that the cyst wall had become 
necrotic, and the necrosis had produced peritonitis, which gave the 
symptoms of intestinal obstruction. It was impossible to account for 
the haemorrhage. The cyst was not specially large — probably six or 
eight inches in diameter. 

Dr. Henry T. Byford, in answer to Dr. Watkins : A drainage- 
tube was inserted in the lower end of the wound. The veins were 
very large in the tumor, and the interference of the pelvic adhesions 
must have ruptured the capillary veins. This is the only way I can 
account for the haemorrhage into the cyst. 

Dermoid Cyst of the Omentum, 

Dr. E. C. Dudley : This tumor is peculiar only in being a der- 
moid cyst of the omentum. In breaking up adhesions between the 
left Fallopian tube and the left broad ligament I found, walled in by 
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these adhesions, this small, hard, calcareous body, which as you see is 
about a quarter of an inch in diameter. I can not explain its source 
nor can I account for its presence in that locality. 

Uterine Myoma, 

This uterine myoma, weighing about ten pounds, was removed to- 
day. It was complicated with an ovarian tumor on the right side, 
this tumor being in two parts, one part solid and the other cystic. 
The cystic portidn was filled with black grumous blood. The adhe- 
sions were abundant, and altogether the case was rather an ugly one 
for operation. The entire uterus, including the cervix, was removed 
and the vaginal wound left open with a gauze drain. The abdominal 
wound was closed without drainage. 

I take this occasion to record three other cases of abdominal sec- 
tion for the removal of uterine myomata. The operations were on 
November 4th, 5th, and 6th. 

Case I was of many years* standing. Electrolysis — electro-punc- 
ture — has been repeatedly used. This treatment had been followed 
by extensive, almost fatal pelvic peritonitis. There had been so much 
inflammation of the tumor itself that it could not be easily shelled out 
of its capsule. On account of extensive adhesions to the abdominal 
viscera and the inaccessibility of the field of operation and the bad 
condition of the patient, the operation presented unusual difficulties. 
The tumor and the entire uterus with its appendages, which were 
diseased, were removed. The operation necessitated great trauma- 
tism in the pelvis. The pelvic cavity was packed with gauze. This 
gauze was carried down into the vagina and left as a capillary drain. 

Case II. — The next case, on November 5th, was very much like 
the preceding one, although the tumor was somewhat smaller and 
there were no adhesions. Both tubes were distended with fluid, and 
each ovary was as large as the double fist The tumor, the entire 
uterus, and its appendages were removed. The stumps were drawn 
down into the vagina and held there by sutures. The vaginal and 
abdominal wounds were* thoroughly closed with catgut sutures. No 
drainage. 

Case III. — On the following day the third case presented itself, 
with a perfectly round, globular myoma as large as a double fist 
springing from the anterior wall of the uterus. This myoma was re- 
moved by an incision through the corpus uteri, precisely such as 
would be made in a Caesarean section. The tumor having been enu- 
cleated, the cervix dilated, and the granulations curetted out of the 
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uterus, the cavity of the uterus which communicated with the uterus 
wound and the vagina were packed with a gauze drain. The uterine 
wound from which the tumor had been enucleated was then closed 
as in Caesarean section, the entire uterus was dropped back in the 
pelvic cavity, and the abdominal wound was closed without drain. 
The Fallopian tube and ovaries were preserved intact.* 

I have presented these three cases for the purpose of illustrating 
the fact that there can be no stereotyped operation for uterine myoma. 
Each case must furnish its own indications for the particular opera- 
tion which applies to it. Sometimes the entire uterus and its ap- 
pendages must be sacrificed ; often they may all be preserved ; some- 
times the cervix uteri may alone be left. In certain cases the injury 
to the pelvic peritonaeum is so great that drainage is necessary; in 
other cases the injury is so slight that when the ligatured stumps are 
drawn down into the vagina and the vaginal and abdominal wounds 
are closed there is no peritoneal traumatism save the united wounds. 

The modern tendency is properly on the side of vaginal drainage 
as against drainage through the abdominal wound. When no opening 
has been made into the vagina in the course of the operation proper, 
I would almost favor as a general proposition that such an opening 
be made there, posterior to the cervix, for the purpose of drainage. 
Two advantages of this plan are, first, better drainage ; second, com- 
plete closure of the abdominal wound and consequent rapid convales- 
cence, with the minimum risk of ventral hernia. 

In myomectomy the uterus should, if possible, be saved when the 
tubes and ovaries are healthy. When the appendages have to be re- 
moved the uterus may as well go with them, especially if its removal 
facilitates drainage or in any way renders the operation safer ; but the 
great point of these three cases is that we must not be bound by any 
stereotyped operation. 

Discussion. 

Dr. Fernand Henrotin : I had the honor of seeing the President 
(Dr. Dudley) remove the specimen exhibited. The operation was a 
very difficult one — one that was apt to give trouble to the most ex- 
perienced operator. If our President always operates in the master- 
ful way which he did in this case, we have made no mistake in select- 
ing him for our President. 

I wish now to say a few words regarding the third case he reported 
— namely, the one of intra-uterine fibroid tumor. He operated in a 

* The patients whose operations are above described have recovered. 
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manner described in a paper by one of our Fellows (Dr. Senn) as 
laparo-elytrotomy, for the purpose of removing, after the manner of a 
Csesarean section, a fibroid tumor within the uterus. I wish to draw 
the attention of the Fellows to the fact that it is not generally known 
how well and how successfully such tumors can frequently be extracted 
through the vagina. Fibroid tumors the size of two or three fists, if 
properly attacked, according to recognized modem methods, by split- 
ting up the cervix, if necessary, by detaching the uterus from the 
bladder in front, and by splitting up the body of the uterus, can be 
enucleated from the uterine cavity after properly splitting the capsule. 
When such cases are thus successfully managed, the after-results of 
the operation are very frequently much more satisfactory than after 
abdominal operation. 

Dr. William H. Wathen, of Louisville (by invitation) : As I had the 
pleasure of seeing Dr. Dudley operate this morning for the removal of 
this large uterine myoma, I wish to say a few words. The other gen- 
tlemen present will agree that it was as difficult an operation as we 
will be called upon to perform, inasmuch as it was complicated by an 
ovarian tumor with a large ovarian haeraatoma. What I wish to speak 
of especially is the perfection of this operation in very large women, 
where the abdominal walls are probably four inches thick. With the 
woman in the horizontal position the arteries were ligated, the uterus 
separated from the bladder and vagina and removed, and the cut sur- 
faces covered by peritonaeum, so as to leave no open connective- tissue 
spaces for infection. A small opening was left in the vagina, through 
which the peritonaeum was drained with gauze. This case demon- 
strates conclusively that the Trendelenburg position is not necessary 
to enable a good abdominal surgeon to perform total hysterectomy^ 
to ligate directly and safely all vessels, because I can not imagine a 
case more difficult. The technique of the operation was so perfect 
that I can find nothing to criticise. 

Dr. Dudley : I desire to thank the gentlemen who have so kindly 
discussed my remarks on myomectomy. One word relative to the 
operation of nwrcellement in the vaginal operation for uterine myoma. 
This operation has recently attracted, and is attracting, much atten- 
tion in Europe. I think it is generally regarded as a recent addition 
to our resources. It is, however, the revival of an old operation per- 
formed and described in all its essential details by Emmet more than 
a quarter of a century ago. I fully agree with what Dr. Henrotin has 
said about the advantages of the removal of these tumors through the 
vagina when that route is practicable — and it is practicable much more 
frequently than is generally supposed. 
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Exhibition of Instruments. 

A New Curette, 

Dr. Henry T. Byford : Last summer I performed hysterectomy 
upon a woman whose uterus had been punctured by another operator 
in trying to curette for the relief of pregnancy. On one occasion I 
also punctured the uterus myself while curetting for cancer of the 
cervix, and I presume most of us have done it at some time or other. 
At the present time there is a difference of opinion as to whether a 
sharp or dull curette is the best. I usually recommend, however, a 
dull copper curette, for the reason that the majority of practitioners 
will do more or less harm with a sharp steel curette. A sharp curette 
can be made to take away enough tissue and no more, if properly 
used. If it is used, however, by an operator with but little experience,, 
as is often the case, it will scrape away more tissue than is necessary, 
cicatricial contraction will take place in spots, and permanent im- 
pairment of function result. 

I have here a modification of the sharp curette, which might be 
called the safety curette. With this instrument you can not go be- 
yond a certain distance before the tissues strike the bottom of the 
spoon. It acts on the same principle as a safety razor. You can 
curette the uterus without danger of puncturing it. The stem is 
flexible, so that great force can not be used without bending it. I do 
not like the stiff stems to curettes, because we can not turn the instru- 
ment round and curette both the anterior and posterior walls of flexed 
uteri. 

A Case of Undescended Ovary and Tube, with Sactosalpinx Purulenta 

Profluens, 

By M. L. Harris, M. D. 
(See page 27.) 

Discussion. 

Dr. C. S. Bacon : I am not able to contribute very much to the 
paper of Dr. Harris. I am certainly surprised that the number of re- 
ported cases is so small as has been stated by him. The condition,, 
arising as it does from lack of development of the Wolflian ridge into 
the broad ligament, would lead one to suppose that the condition 
is much more common, since other developmental failures are not rare. 
It is interesting to note also that the condition occurs only on one 
side. A case that I once had charge of may be reported in this con- 
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nection. The case was one in which there was non-development of 
the uterus with both ovaries adherent to one side of the pelvis. The 
uterus was represented by a very small band of fibers that were with 
difficulty discovered. After the specimen was removed from the body 
the ovaries were there plastered, as it were, to the left side of the 
pelvis, rising just above the brim of the pelvis. That was the condi- 
tion which was found after death. The patient was operated upon 
for another condition — namely, purulent abscess of the ureter and 
pyonephrosis. The patient had for many years suffered periodically, 
and some years before, I opened the abdomen with the expectation of 
finding diseased ovaries. The patient had no vagina, simply the ex- 
ternal genitals, and otherwise she was fairly well developed. Shortly 
after the operation for the relief of pyonephrosis the patient died 
from shock and haemorrhage. Autopsy showed the ovaries small 
and rudimentary, lying behind the peritonaeum, just at the brim of the 
pelvis on the left side. The numerous developmental anomalies found 
in this case I do not now consider, but simply call attention to the fact 
that the failure of development of the Wolffian ridge into the broad 
ligament is generally combined with other malformations. 

Dr. Emil Ries : I have seen only one case similar to the case re- 
ported by Dr. Harris. It was a case of ovarian cyst in which the 
ovary had not normally descended. The ovary was fixed in the 
region of the left kidney near the diaphragm. It had a very long 
pedicle which was formed by the ovarian ligament and the Fallopian 
tube. In cases where the descensus of the ovaries is defective it is to 
be expected that we will find deficient development of the genital 
tract and observe the condition of the Fallopian tubes which Freund 
has described, and which we always find in immature individuals and 
sometimes in apparently well-developed persons. The case of Dr. 
Harris is particularly interesting, as defect of development occurred 
on one side only. 

While I was very much interested in this question of defect of de- 
velopment, I examined a large number of adult bodies and a consider- 
able number of embryos. I found diversities often beginning in the 
embryo. Sometimes the tube on one side was better developed than 
the one on the other side. I should have to go too far into the work 
of Prof. Freund in order to give a full account of the important facts 
with reference to the development of the tubes, and I wish simply to 
add that it is rare to find an undeveloped state of the tube in an adult 
on one side with the other side perfectly well developed. 

The case of Dr. Harris is interesting because of the combination 
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of malformations. The caecum was not as low down as it usually is. 
In the embryo, as is known, the caecum is situated high, near the dia- 
phragm, and during embryonic development it grows down as far as 
the iliac bone, and usually the movement of the ovary and tube is in 
combination and in direct relation with that of the caecum. In this 
case both were defective, The caecum had not gone down sufficiently 
and the ovary and tube had not normally descended. I agree with 
Dr. Harris in his opinion of the case, but I should nevertheless like 
to dwell for one moment upon the aetiology of these cases of immature 
development. It might be said that this condition is not a congenital 
mal-location. This patient has been pregnant several times, and dur- 
ing pregnancy, while the fundus of the uterus goes upward, the uterus 
takes along with it the ovary and the tube. Could not, after the con- 
finement, the ovary and tube have been fixed by acute inflamma- 
tion where it was found later on ? We know that such inflammations 
can exist without making very distinct and acute symptoms, and in 
later years we 6nd that there is some trouble about the tubes. That 
might have happened in this case, but, as I have before remarked, I 
share the same opinion with Dr. Harris, and from the same causes 
which he has given. He has told us that there were no adhesions be- 
tween the inflamed tube and its neighborhood. He has also given the 
most important symptom to us — that is, the direction in which the 
ovarian artery extended. If there had been inflammation which had 
fixed the ovary and tube in the place where he found them, it could 
not have taken place along the ovarian artery. The abnormal course 
of the artery must be congenital, and proves the correctness of Dr. 
Harris' view of the case. 

Dr. Henry P. Newman : It has been my fortune to have seen one 
case of non-descent of the ovaries in the dead-house in St. Elizabeth's 
Hospital six or seven years ago. Here I had the opportunity of open- 
ing the abdomens of a large number of females, and among them was 
an elderly woman in whom both ovaries were extremely rudimentary 
and low down in the lumbar region, on both sides of the spinal col- 
umn, with the tubes extending downward from this. The woman had 
been in the hospital but a short time and died from natural causes or 
advanced age. Nothing could be obtained in regard to her menstrual 
history. I was impressed with the rudimentary condition of the uterus 
and vagina, but the external genitals were fairly well developed. The 
condition of the uterus and vagina may have been from atrophic 
changes due to advanced age, and not from a congenital want of de- 
velopment. The case was an interesting one and called to mind 
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another case which I had not many months previous of congenital 
defect. The woman, who had been married five or six years, had no 
vagina and a very small uterus, the latter being as large as my thumb. 
My experience with the case was this : She came with her husband to 
me to see whether something could be done for her. It was impossi- 
ble for coition to take place through the regular channel, and since 
marriage, about five years, sexual intercourse had taken place through 
the urethra. This became very unsatisfactory to the husband, and he 
said that unless something else could be provided he would leave his 
wife. At that time, in making the usual bimanual examination, the 
finger being in this case as easily introduced into the bladder as into 
the rectum, I readily made out the uterus referred to, but could not 
find any ovaries ; consequently I considered that any operative pro- 
cedure which would establish an artificial vagina, so as to keep the 
husband and wife together, was all that could be done. I therefore 
did a plastic operation, dissecting up the rectal from the vesical wall 
to this rudimentary organ, when I came upon uterine tissue, but could 
iind nothing in the nature of a cervical canal, and simply kept it (the 
newly made vagina) open with a glass plug, and it seemed to satisfy 
them for a time. Subsequently contraction occurred, the cavity was 
almost obliterated, and, sexual intercourse being impossible, the hus- 
band left the wife. I now think that it was a case of non-descent of 
the ovaries. There probably were ovaries, inasmuch as" their entire 
absence is an exceedingly rare condition. In exploring the rectum I 
felt a band of tissue extending downward identical with the case just 
described. The case resembled so closely the one I had seen in the 
dead-house that I now believe these bands were the tubes extending 
downward from the ovarian structures and as high up as the lower 
lumbar vertebra. The case I saw in the dead-house can not be satis- 
factorily reported on account of not knowing the previous menstrual 
and childbearing history. 

The case of malformation was reported in the North American 
Practitioner some six years ago as one of probable absence of the 
ovary with a rudimentary uterus. 

Dr. M. L. Harris, in closing, said : The point raised by Dr. Ries 
of the possibility of the ovary having been raised up during pregnancy 
and retained there by adhesions has been well answered by himself. 
The disposition of the infundibulo-pelvic ligament, the ovarian artery 
and pampiniform plexus, and the great length of the isthmus of the 
tube, absolutely exclude any such possibility. 

Official Transactions. T. J. Watkins, M. D., Editor, 



The Chicago Gynecological Society, 47 



STRANGULATED INGUINAL HERNIA OF A CYSTIC 

APPENDIX VERMIFORMIS.* 

By Weller Van Hook, A. B., M. D., 

Professor of Surgery in the Chicago Polyclinic. 

Leopold M., German by birth, forty-three years old ; weight, one 
hundred and seventy pounds ; height, five feet nine inches ; newspaper 
dealer ; had had good health (except an attack of typhoid fever at four- 
teen years of age) up to four )ears ago. At that time he had a feeling 
of soreness at the umbilical region, and a sudden movement, a con- 
cussion or pressure upon the abdomen, would cause intense pain. As 
a result of overexertion in lifting, a right oblique inguinal scrotal 
hernia was contracted a year and a half ago. The abdominal tender- 
ness gradually increased up to the time I first saw him. He had 
never suffered from indigestion or griping pains. He has always been 
constipated, the bowels sometimes not moving for a week. He never 
noticed a tumefaction in the abdomen, but on pressure over the iliac 
and hypogastric regions he felt a sensation of tenderness. This sore- 
ness was not greater upon one side than upon the other. The hernia 
always disappeared without taxis on lying down, until September 16, 
1895, when he noticed that the hernial contents remained in the sac. 
His own efforts to reduce it being unsuccessful. Dr. J. W. Dal was 
called after thirty-six hours. Dr. Dal found a tense swelling in the 
inguinal canal which he could not reduce without anaesthesia. The 
patient was vomiting fluids from the upper intestinal tract. No gas 
had passed by the rectum, but this fact may have been due to lack of 
sufficient peristaltic activity. Under chloroform Dr. Dal again at- 
tempted taxis, and the tumor seemed to disappear. When the patient 
recovered from the anaesthetic, how^ever, pain was greater than before, 
and took on a different character, radiating over the lower abdomen 
toward the umbilicus. The doctor's observation at the evening visit 
convinced him that the patient's condition was not satisfactory, and a 
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consultation was requested. On examining the patient, I found him 
suffering from some abdominal pain, with pulse of 90^*, and a slight 
elevation of temperature. There was tenderness over the lower right 
side of the abdomen. In this region the muscles were abnormally 
rigid and palpation was difficult. The abdomen was but slightly 
distended. In the inguinal canal and extending into the scrptum was 
a brawny mass, not very tense. It seemed most reasonable to sup- 
pose, in the absence of clearly marked diagnostic signs, that reduction 
had been imperfecily accomplished, and that a thin mass of omentum 
was left in the sac, together with a knuckle of intestine. * 

After the usual preparations, the sac was exposed by a sufficient 
incision and carefully opened. To my surprise, no omentum or intes- 
tine was present. The brawny sensation was due to acute inflamma- 
tion of an unusually thick sac. The peritoneal lining of the sac was 
injected and rou<;h and the walls oedematous. In the sac, lying in 
scattered masses here and there, was a quantity of translucent amber- 
colored mucus having almost exactly the appearance of calf's-foot 
jelly broken up into pieces of one to ten millimetres' thickness. Its 
consistence, however, was somewhat tenacious. Having seen on an- 
other occasion the same material in a cyst of the vermiform appendix, 
I recognized at once that such a cyst had been strangulated in the 
inguinal canal and ruptured in reduction. 

The incision was prolonged sufficiently to open the abdominal 
cavity, where an additional quantity of mucus was found scattered 
over the intestines and the parietal peritonaeum of the internal iliac 
fossa sufficient to make the whole amount equal to at least an ounce. 
The caput coli was near at hand, and on drawing it into the wound 
the cystic appendix was drawn into the wound. At the distal ex- 
tremity of the appendix was found a rent as large as a lead pencil, 
through which mucus was protruding. The walls of the appendix 
were dilated at the middle, but near the caecum was a constriction. 
The caput coli and neighboring small intestines were covered with 
thick tenacious masses of false membrane, quantities of which were 
stripped off. There was but a small amount of fluid present. The 
peritonaeum, where not covered with false membrane, was deeply in- 
jected and roughened. That these changes involved an extensive 
area of the serous membrane was proved by cautiously drawing out 
the neighboring coils of bowel. 

The sac of the hernia was first dissected free and cut off at the 
cceliotomy wound, a number of iodoform-gauze capillary drains were 
applied carefully in different directions in the abdomen, and the caput 
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coli drawn well up to the wound. The appendix was then ligated 
close to its base and amputated with scissors. The suture used to 
ligate the appendix was left long enough to be passed through the eye 
of a needle, and was then carried through the muscular walls of the 
abdomen. In this way the caecum, whose walls wtrre more violently 
inflamed than those of other parts of the intestines, was anchored 
close to the abdominal wound. The coeliotomy opening was, for the 
most part, left open to facilitate drainage, although a few silkworm- 
gut stitches were inserted, to be tightened as secondary sutures. The 
patient bore the operation well, and, despite the grave local infection, 
made uninterrupted progress toward recovery. During the first few 
days an enormous serous discharge escaped from the opening, and the 
temperature went up to 101.2°. The pain disappeared, however, and, 
the bowels responding to laxatives, the general condition of the pa- 
tient rapidly improved, the wound healed by granulation, and the 
man now, three months after the operation, attends to his usual busi- 
ness, wearing a truss to protect the abdominal walls. 

The portion of the appendix removed is, in its recent condition, 
six centimetres in length and two centimetres and a half in diameter. 
Its outer (peritoneal) surface is of a bright-red color except at points 
not covered by a grayish-red false membrane. Here and there are 
small masses of an amber-colored, thick, tenacious substance which 
finds its way out of the appendix, on pressing its walls, through the 
cut end and through an irregular opening at the distal extremity about 
eight millimetres in diameter. The shape of the appendix is irregu- 
larly cylindrical ; but about two centimetres from the distal extremity 
the tube is bent upon itself from the longitudinal axis in the direction 
of the mesenteriolum at an angle of about 40°. The walls of the 
appendix vaiy in thickness from about four millimetres at the point 
of amputation to nine or ten millimetres near the distal extremity. 
There are also variations in the thickness of the walls at the same 
level, giving rise to slight pouchings of the lining membrane at several 
points. But these pockets do not at any point reach the dignity of 
diverticula. The interior of the appendix is filled with the same 
gelatinous, amber-colored material already noted as having been seen 
adherent to the peritoneal surface of the process. 

Microscopically, the fibrous coats of the appendix are greatly thick-, 
ened. The muscular layers are not thicker than normal. Out of 
t'.iirty sections examined, only one shows a small, ill-developed layer 
of epithelial cells representing the atrophic mucous membrane, the 
place of which elsewhere is filled entirely by a layer of connective tissue. 
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This case is unique in the occurrence of rupture of the cystic ap- 
pendix in the sac of a hernia ; it is the third case of which I have 
knowledge, after a study of the accessible literature, where a cystic 
dilatation of the appendix occurred in a hernia, and the ninety-ninth 
case of hernia of the appendix. It is also interesting from the fact 
that inflammation of a hernial sac had its origin in a lesion of the 
appendix. 

Rupture of the cystic appendix by taxis in the effort to reduce an 
inguinal hernia is an accident which, as has been already remarked, 
has not before been recorded. And even if one were aware of such 
a possibility no practical advantage of the knowledge could be taken, 
both on account of the rarity of the circumstance and the want of 
diagnostic signs to lead usto-ar-proper knowledge of the conditions 
before operating. Thaj^g[St{ra^leM)^k[ be gained from an acquaint- 
ance wilh this case i/M'^t the^cSStents '^q[f^ft hernia are practically 
unknowable before tie sacdi^opened, and tK^jVaxis is dangerous in a 
certain proportion o(!L(>se^ ^Is^ wtiS^rsuasipn is needed to con- 
vince surgeons to-dajVhat theopen method^je/in the great majority 
of instances, the simplesS^l^ggtSaicaL -and^aatisfactory treatment for 
strangulated and incarcerates 

Cystic enlargement of the vermiform appendix seems first to have 
been noted by Virchow, who had observed a case in which the appen- 
dix was distended to the size of a man's fist, and as the contents were 
a thin watery fluid, he called the condition "hydrops of the vermiform 
appendix." 

Rokitansky, in his Text-book of Pathological Anatomy, said : " We 
further occasionally observe a metamorphosis of the vermicular pro- 
cess produced by obturation, which is analogous to dropsy of the effer- 
ent ducts of glands, and which is most apparent in the gall bladder 
(hydrops cystidis felleae)." 

Glasmacher's case was that of a soldier who presented himself with 
a tumor the size of a pigeon's egg in the right inguinal canal near the 
abdominal ring. For a year there was no trouble. Suddenly obstruc- 
tion occurred, and on making a herniotomy a cyst holding a drachm 
of pus was found. This cyst contained no faeces or gas. A pedicle 
extended into the abdominal cavity. The patient died with con- 
tinued symptoms of obstruction. At the autopsy intestinal gangrene 
was found. The cyst was proved to have been the appendix. It 
does not seem to have been a true retention cyst. 

Zdekauer's case was that of a woman, eighteen years of age, who 
had a recent right inguinal incarcerated hernia the contents of which 
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were diagnosticated as an ovary. On exposing the mass it was found 
to be a vermiform appendix dilated to the size of an acorn and filled 
with pus. This case, like that of Glasmacher, I can not regard as a 
retention cyst on the evidence of the recorded histories, although 
Bajardi classifies them in that category. The condition was simply 
that of pus retention within the imprisoned appendix. 

Wolfler's case was operated upon by Billroth for hernia. No intes- 
tine was found, but a cyst, thought at first to be the sac, was opened, 
allowing a teacupful of serous fluid to escape. The herniated cyst 
was found to communicate with a larger cystic cavity within the ab- 
domen, extending from the psoas muscle to the small pelvis. Pres- 
sure on the abdomen caused a bloody fluid to escape. It was thought 
the symptoms of strangulation had been brought about by the tense- 
ness of the cyst. In spite of free drainage, the patient did not do 
well until the lining membrane of the cyst, after several days, had 
sloughed and been removed with forceps. The thickness of the cyst 
wall was between three and seven millimetres. 

Steiner describes four specimens in the pathological museum of 
Basle, giving chief attention to minute anatomy : 

Case I was from the body of a woman, thirty years of age, who 
died of puerperal fevtr. The contents of the cyst were homogeneous 
gelatinous masses. No communication existed between the cyst and 
the cajcum. The form of the cyst was elongated, biscuitlike, two 
dilated parts communicating by a narrow isthmus. The entire length 
of the appendix was 5.5 centimetres. The thickness of the wall varied 
between one and 2.5 millimetres. The inner surface of the cyst 
showed a shining smooth membrane with striated markings. No 
trace of epithelium or Lieberkuehn's glands. Even the muscularis 
mucosae and the follicles had disappeared. The wall of the cyst con- 
sisted of three layers, an inner connective tissue layer, and a layer of 
loose cellular tissue, uniting the first layer with the well-developed 
muscular layer, consisting chiefly of circular fibres. 

Case II. — The appendix was 8.8 centimetres long. The cystic 
dilatation had a longitudinal extent of 5.8 centimetres, with a trans- 
verse diameter of 1.8 centimetres. 

Case III was also that of a small cyst. The mucous membrane 
was not wholly destroyed. 

Case IV occurred in the person of a woman fifty- five years old. 
The cyst was small and the muscularis mucosae, together with some 
epithelium, was retained in situ. 

Steiner states that in 2,280 protocols of autopsies made in Basle, 
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only three cysts were found. In the cases with moderate dilatation a 
distinct hypertrophy was found in the circular fibers of the muscular 
layer, while in the larger cysts, with marked stretching of the wall, the 
musculature was not thickened. Steiner, like other observers, noted 
the occurrence of diverticula in the walls of the cysts. His discus- 
sion of the microscopical relations of the walls of the cysts is interest- 
ing, but too long to be quoted. 

Shoemaker published an account of a case in which a cystic dila- 
tation of the appendix was discovered post mortem, no symptoms 
having been noted during life. 

The six post-mortem specimens of Ribbert had fortunately such 
varying characteristics that he was able to formulate the changes 
which take place in the appendix when cystic dilatation occurs. He 
says : 

" In the lesser degrees (of dilatation) we see no essential alteration 
in the composition of the wall. Later, abnormities of the epithelium 
occur. It is lost, together with the glands, throughout considerable 
areas, and forms in other parts a covering of a single layer without 
glands, which, however, may still be present in patches. In very great 
dilatation it is destroyed altogether, but, as Case VI shows, disappears 
even when dilatation is slight. We must, however, take into consider- 
ation that the loss of epithelium does not need to be the result of dila- 
tation, but that it may be destroyed by the diseased process which led 
to the cicatrization producing the obliteration of the lumen. The 
follicles disappear equally soon, and finally are altogether want- 
mg. 

Ribbert says that an obliteration interrupting the lumen of the 
tube does not necessarily lead to a cystic dilatation, although the 
glands may be retained. Bischoff thinks that a dilatation is wanting 
when the mucous membrane is still able to resorb in the normal way. 
Ribbert thinks a dilatation is also wanting when, as a result of early 
and extensive destruction of the mucous membrane, no secretion into 
the lumen can longer occur. 

Finkelstein describes a specimen in Sonnenburg's collection in 
which the appendix was dilated to a length of fourteen centimetres 
and a circumference of twenty-one centimetres. The pear-shaped 
appendix appeared like a pedunculated tumor. 

In the case reported by Wenzel-Gruber was a cyst six centimetres 
long attached to the caecum by a pedicle four centimetres long. The 
cyst had a transverse diameter of four centimetres and a half, and was 
filled with viscid mucus. This case was remarkable for the fact that 



Tke Chicago Gynecological Society. 53 

the obliteration of the lumen was brought about by a chronic tuber- 
cular catarrh. 

Kelynack relates a case of a middle-aged female who died from 
extensive vegetative endocarditis, in which the appendix was found to 
be completely shut off from the CKcum, and no sign or indication of 
any previous communication could be observed. The appendix was 
greatly distended and presented two very distinct diverticular pro- 
cesses, which were directed between the folds of the mesentery of the 
appendix. The diverticula were connected with the dilated cavity of 



Flc. t. — Kelynack's case of cystic dilatation of the appendix. " The cystic or^an 
has been laid open in its greater part. A portion of the anterior wall of tlie 
cxcuxn has been remove<l in order (o show the proximal occluded end of the 
appendii bulging into il." 

the appendix through well-defined circular openings. The appendix 
contained a thick, gelatinous, light-yellow substance, and also a small 
quantity of material like curdled milk in appearance. 

J. A. Berry refers to a case of F^r^ described as a mucocele of the 
appendix, and Berry himself describes a case in which (as in Shoe- 
maker's case) the appendix was found post mortem distended with 
thick gelatinous mucus. 

Orth and Leube give descriptions corresponding with the older 
accounts of Virchow and Rokitansky. 

Bierhoff gives a report of three cases of this condition. 

Foerster is cited by Woelfler as having had a case. 
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Kelynacky in addition to his own case, refers to reports by Fen- 
wick and Coats. The latter states that in his case the appendix had 
been converted into a large cyst, measuring five inches in its long di- 
ameter. The cyst contained a tenacious colored material, and the 
wall was thick and firm. In Fenwick's case " the appendix was dis- 
tended by a milky fluid, the communication with the caecum being 
obliterated." 

In February, 1895, I witnessed an operation by Mr. Frederick 
Treves at the London Hospital in which the appendix was enlarged 
cylindrically, its length appearing to be about four inches and a half 
and its diameter one inch. What symptoms had occurred to indicate 
an operation were not stated. The appendix was amputated after the 
formation of cufflike flaps which were united over the stump. The 
cyst contained a thick gelatinous mucus. Mr. Treves stated that a 
specimen almost exactly similar to the one removed was deposited in 
the Cambridge Museum. Mr. Treves' case is the only one operated 
on for symptoms arising in a cyst not involved in a hernia. A record 
of the symptoms produced would be of great interest. 

A most interesting case is that of Maylard, who found at a post 
mortem upon a patient dying of Bright's disease a dilated appendix 
measuring four inches in length and two inches in thickness. The 
dilated part was filled with a clear gelatinous substance which could 
be turned out en masse. At the proximal end it communicated freely 
with the caecum. Perhaps we would be less surprised at the presence 
of so much mucus if we remembered that it is not uncommon to find 
a viscid plug of mucus in the normal appendix. And as Maylard's 
case seems well authenticated, we must assume that absolute obstruc- 
tion is not wholly necessary to the accumulation of thick mucus. It 
must be otherwise when the fluid is limpid, as in Virchow's and Roki- 
tansky's hydropic form. As in my case the base of the appendix was 
ligated before being removed, no attempt was made to determine the 
permeability of the proximal part of the process, but the occurrence 
of active plastic peritonitis strongly indicates the partial patency of 
the tube, permitting the exit of micro-organisms from the caecum. 
The contents of such cysts containing thick mucus can not therefore 
be regarded as sterile without further investigation. It would seem 
probable that micro-organisms were absent from the cysts whose con- 
tents are limpid. In the case of the cysts whose contents are viscid 
and gelatinous, the stiff" and unyielding character of the material ac- 
counts for its failure to be expelled through the contracted opening, 
while the more fluid secretions could easily escape. 
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Prof. Ludwig Hektoen has kindly placed at my disposal a speci- 
men of cystic dilatation of the appendix removed from the body of a 
woman who had died from 
nephritis. The appendix is 
about seven centimetres in 
length and, as can be seen 
from the photograph (Fig. a), 
is normal in size and con- 
formation in its lower half. 
A cystic dilatation enlarges 
the circumference of its up- 
per half. In order that the 
value of the specimen as a 
gross exhibit need not be 
impaired, no incision was 
made- 

The total number of cases 
observed is, therefore, so far 
as I can discover, thirty-two, 
including the cases of Treves, 
Hektoen, and myself. This 
number indicates the rarity 
of the -disease. Vet I can 
not help thinking that the in- 
nocent character of the lesion 
has prevented many observ- 
ers from reporting cases. 

The symptoms produced by cysts of the appendix are very slight, 
if present at all. In my case there were tenderness and sharp pain 
on jarring the body for four years prior to the strangulation of 
the hernia ; but the significance of these symptoms can not as yet be 
determined. 

In the absence of characteristic determinative signs the lesion can 
not be diagnosticated. It will be as much as we can do, as Senn says, 
to bear this condition in mind when we have to deal with cysts in the 
region of the appendix. And my own case would cause us to hear in 
mind the possibility of cystic dilatation when the patient is long 
afflicted with vague right iliac tenderness aroused into sharp pain by 
concussion or pressure. 

Hernia of the vermiform appendix, uncomplicated by the presence 
of other visceral parts, is an unusual occurrence. Kbin, Brieger, Ba- 
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jardi, and others have collected cases to the number of nineiy-eight, 
to which I raay add my own. 

Hernias of the vermiform appendix are internal (with which we 
are not at present concerned) and external. Of the latter, Bajardi 
found fifty-seven inguinal, forty crural, and one obturator. Consider- 
ing the relative in frequency of crural hernias, the proportion in this 
collection seems so great that special causes would seem to operate in 
its favor. Two circumstances, it seems to me, may be adduced in 
explanation : First, the small femoral opening might admit an appen- 
dix, when a coil of intestine might not enter; and, secondly, in 
inguinal hernias the greater distensibility of the rings would, as a 
rule, permit the entrance oif other parts of the gastro-intestinal 
tube. 

It is not surprising, in view of the frequency of crural hernias, to 
find that among eighty-nine cases in which the age was mentioned, 
thirty-eight were females. The age of the patients is very interesting. 
In the successive decennia there were respectively fifteen, five, six, 
five, fourteen, twenty, eleven, three, and one. Of these eighty cases 
in which the age was mentioned it will be seen that forty nine cases 
occurred after the age of forty, and thirty-five cases after the age of 
fifty years. The explanation, I think, lies in the fact that the lapse 
of lime favors the agencies which bring about descent of the caecum 
by elongating the mesocaecum, or relaxing the retrocaecal connective 
tissue. It is to be noted, at the same time, that twenty-one cases 
were congenital hernias which were all inguinal ruptures of the right 
side. Only four of these hernias were free, the remainder being 
strangulated, inflamed, complicated, or rendered irreducible by incar- 
ceration or by adhesions, as occurred in sixteen cases, fixing the ap- 
pendix to the testis, the spermatic cord, or the wall of the sac. Of 
the recorded cases, as collected by Bajardi, forty-seven were strangu- 
lated. In seventeen of these the appendix was free of adhesions, and 
ten times it was so little altered that it could be reduced with facility. 
Eight times the appendix was gangrenous, and three times the con- 
stricting band had produced an ulceration. In one case the appen- 
dix was reduced without relieving the constriction, the patient dying 
five hours later. 

The clinical phenomena of strangulated appendical hernia are 
very variable, and have been analyzed by Bajardi for the ninety-eight 
cases he collected. 

The symptoms of antiperistalsis were present in many cases, con- 
tinuous vomiting occurring fourteen times. Nausea or efforts at 
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vomiting occurred in five cases. Constipation was absolute in six- 
teen cases, incomplete in five cases, and wanting in eight instances. 

The causes of the symptoms of incarceration are difficult to learn. 
In Glasmacher's case an acute flexion caused the phenomena, and 
actual mechanical obstruction doubtless occurs sometimes. A few 
cases may be explained by Klein's supposition that the obstruction is 
a dynamic one, due to the reflex involvement of the motor nerves of 
the intestinal musculature. 

Brieger refers in this connection to the experiments of Kirstein, 
who found that ileus is not produced by the mere sudden occlusion 
of the intestinal lumen, since the dogs in which intestinal occlusion 
was brought about by suture died after a rather long time from hunger, 
while the stormy symptoms which arise soon after the occurrence of 
incarceration develop as a result of the maltreatment of the strangu- 
lated intestine and its nerves. The violent symptoms brought about 
by the strangulation of omental hernias are also to be borne in mind. 

The mechanical conditions upon which hernias of the appendix 
depend are an abnormally situated caecum, an unusually lax retro- 
cecal connective tissue, an exceptionally elongated caecum, or an 
excessively lengthy appendix. In the recorded cases the appendix is 
not said to be extremely long. It would seem that usually the appen- 
dix has been able to reach the hernial canal by a postnatal slipping- 
down process on the part of the caecum which, in the case of hernias 
of the caecum, Hildebrand, who has studied eighty cases of hernia of 
the caecum, thinks is the rule. But the occurrence of twenty-one con- 
genital hernias among Bajardi's ninety-eight would lend color to the 
explanation of Brieger, who states that in fcetal life the vermiform 
process maintains a bandlike connection with the testis, or is immedi- 
ately adherent to it, so that when the testis descends the appendix is 
drawn with it. The natural query is, Why does not congenital hernia 
of the appendix occur oftener if this is correct ? 

Another petiological factor suggested by Brieger is the patency of 
the processub vaginalis. Of course the appendix could easily descend 
into it upon the occurrence of exciting causes. 

Obviously the only explanation of a left-sided inguinal or femoral 
hernia of the appendix must lie in the abnormal situation of the caput 
coli, either alone or as part of a general abnormal situation of viscera. 
As a matter of fact, no case of situs inversus viscerum has yet been 
observed where the appendix was in a left-sided hernia. The neces- 
sary malposition of the caecum is not unusual. 

Inflammation of a herniated appendix is prone to occur, as evi- 
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denced by Bajardi's thirty cases. The peculiar situation doubtless 
favors the occurrence of infection, but the presence of foreign bodies 
in eleven cases accounts for the phenomenon in these instances. Per- 
foration took place in sixteen cases, nine times at the end of the ap- 
pendix. The appendix was gangrenous in four instances. Diffuse 
peritonitis occurred seven times as a result of perfoiation. 

The symptoms of hernial appendicitis are those of acute inflamma- 
tion of greater or less violence in a hernial sac. And if strangulation 
is added, the symptoms of ileus still further confuse the picture. The 
diagnosis is srery difficult m both strangulation and inflammation of 
herniated appendices. In forty-seven cases of strangulated hernias of 
the appendix the diagnosis was, according to Bajardi, only twice made 
before operation. In Lobker's case Hueter made the diagnosis of 
probable incarcerated hernia of the appendix on account of the ex- 
istence of phenomena very similar to those observed in two other 
cases which he had already seen. In Jackie's case Roser had admitted 
the possibility of hernia of the appendix on account of absence of 
vomiting in the presence of intense local symptoms. 

Bajardi's comment, that diagnosis of those conditions will be almost 
always impossible, would seem to be justified when we remember that 
the symptoms are often so violent as to simulate closely a strangulated 
hernia of small intestine. In one case a diagnosis of inflamed ap- 
pendicular hernia was reported by Jackie. A child that had been 
cured in the clinic of a suppurating inguinal hernia returned present- 
ing a solid cord within the scrotum. The accurate observations pre- 
viously made rendered the diagnosis easier. 

The mistakes made in diagnosis have been varied and sometimes 
very misleading. The inflamed mass has been at diff*erent times con- 
sidered a peri-orchitis, an orchitis, and an inguinal adenitis, while in 
one instance the surgeon was in doubt as to the existence of psoitis or 
coxitis. In the case of Gibney the symptoms closely simulated those 
of a coxitis. 
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NEW OPERATIONS FOR THE CURE OF NON-MALIGNANT 

STRICTURES OF THE RECTUM.* 

By Joseph B. Bacon, M. D., Chicago. 

The history of surgery shows that the treatment of non-malignant 
strictures of the rectum has been far from satisfactory, and that the 
malady has baffled the skill of surgeons. While the patients were 
temporarily relieved, the inevitable return of the stiicture and final 
obstruction of the bowel, or perforation of the ulcerated gut above the 
stricture, or the gradual amyloidal visceral changes due to the pus in- 
fection from the ulcerated surface, gave results so sad that it was of 
small consequence to the patient whether the stricture was malignant 
or non-malignant. 

The common practice among surgeons has been to gradually di- 
late or divulse, or to perform internal or complete proctotomy. 
Gradual dilatation by means of hard or soft bougies is an excellent 
palliative remedy for strictures situated in the lower third of the rec- 
tum, but in strictures above this point nothing can be more danger- 
ous. It is the rule in stricture of the rectum for the mucous mem- 
brane, and often the muscular coats of the gut, to be the seat of ulcer- 
ation that may vary in degree even to all but perforation into the 
perirectal space. Passing a bougie is very liable in such cases to per- 
forate the thinned gut wall and so to cause death. At best, the treat 
ment by bougies is rarely curative, and usually necessitates an indefi- 
nite prolongation of the treatment and its accompanying risks. The 
accidents and deaths accompanying divulsion have been so common 
as to cause, practically, all surgeons to abandon this operation. 

Linear internal or complete proctotomy has, as a rule, been ulti- 
mately disappointing, not only on account of the return of the stric- 
ture, but also by reason of the frequent occurrence of faecal incontinence 
after the division of the sphincter ani muscles. The incision, which 
leaves an open wound, gradually unites by granulation, and, with few 
exceptions, adds new fibrous tissue to the old stricture, and in from 
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one to two years the patient's condition is as bad as or worse than be- 
fore the operation. 

Electrolysis has of recent years had its enthusiastic admirers, but 
the surgeons who have tried it are gradually becoming discouraged 
with it, and at present consider the method but little if any better than 
gradual dilatation by means of bougies. When the period of aseptic 
surgery arrived surgeons felt sure that by excising the stricture, even 
in those cases where the peritoneal cavity would necessarily be opened, 
and by reuniting the gut by end-to-end approximation, they would be 
able to successfully treat these strictures. The fatalities following the 
operation, however, made their statistics most discouraging. The 
tension upon the sutures was so great that frequently they gave way, 
and infection of the peritoneal cavity resulted. In many cases the 
ulceration above the stricture was so extensive that suturing was al- 
most impossible. 

With the advent of the large Murphy button the results of end-to- 
end approximations were much better, and the danger from stilch fis- 
tulas and peritoneal infection was reduced to the minimum. Thus 
the immediate results of the excision operation were a pronounced 
success. The remote or secondary results, however, proved a failure 
with every form of end-to-end approximation. The circular cicatrix 
left either by the button or the sutures acted as a center of irritation 
to the enormous amount of fibrous tissue in the rectal walls, and, to- 
gether with the fascia in the pelvis, added new cicatricial tissue, and the 
gradual contraction eventually formed another stricture. It was ex- 
ceptional for any case to terminate otherwise. The rectum is im- 
bedded in fibrous tissue, and any wound of this organ must leave a 
more dense cicatrix than at other parts of the intestinal tract. It is 
a well-known pathological fact that the fibrous tissue adjacent to a 
cicatrix becomes hypertrophied and finally contracts, and thus adds 
to the original scar. If this be circular, as in the rectum, a mild stric- 
ture is formed, which, by irritation from peristalsis and the passage of 
faecal matter, becomes more and more formidable by the changes in 
the anastomotic fascias and connective tissue. 

With this discouraging result shown by the literature upon the 
subject, and with quite a number of unsuccessfully treated cases of 
rectal stricture in my practice, I determined to try to devise a method 
for permanent cure. I therefore began a series of experiments upon 
dogs, and have devised a method that I think will permanently re- 
lieve all strictures situated above the levator ani muscles, and stric- 
ture in the female which extends down almost to the internal sphinc- 
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ter muscle, as the vagina can be separated from the rectum. The 
operation is practically as free from risk as any ordinary laparotomy, 
as the following case will show : 

Dr. Effie Lobdell, of the Harvey Hospital — who sent the case to 
me, had the patient under her care for the past year, had given her 
a long and thorough treatment with potassium iodide, and had fre- 
quently dilated the stricture with bougies — furnishes the following 
history : 

** Mrs , English, aged fifty- three, twice married, had twelve 

children by her first husband ; all well developed and healthy except 
the last, which died soon after birth. Has also had one stillborn child 
and two miscarriages. Patient has usually had good health. Mother 
died of old age, father of supposed cancer of the rectum at fifty-five. 
Brothers and sisters all living and in good health. 

** Patient has had gonorrhoea twice, and twenty-eight years ago 
contracted syphilis. A servant * cured ' her of the former. The hus- 
band administered mercurials to her for the latter, and she was sali- 
vated, losing all her teeth and hair. Had a general eczema over the 
trunk of the body. A physician finally effected a cure. During this 
year she was delivered of her last child, which showed characteristic 
marks of syphilis and died in a few days. Since that time her health 
has been excellent until three years ago. She has suffered from chronic 
constipation and haemorrhoids, both internal and external, for which 
she underwent operation at a hospital in 1892, during which the ex- 
ternal sphincter was accidentally severed. Last summer she nad an 
attack of nervous prostration ; was in the hospital five weeks ; the 
trouble in the rectum also began at this time, for which she received 
no treatment. 

" She consulted me for vesical and uterine difficulty, which yielded 
to treatment, and I incidentally discovered the rectal trouble while 
treating her. She had had incontinence of faeces for about five years. 

** Upon vaginal examination, I found the uterus anteverted, cysto- 
cele, laceration of the perinaeum and cervix, prolapsed vaginal walls, 
and incomplete procidentia. The urethra was inflamed and sensitive. 
She gave a history of cystitis, and complained of frequent and painful 
micturition. 

" Following up the uterus posteriorly with the index finger, I out- 
lined a tumor several inches long and probably two to three inches 
broad lying along the rectal wall. 

" I prescribed for the patient potassium iodide in increasing drop 
doses, and the accumulation of tissue perceptibly diminished." 
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Upon examination, I found a tubular stricture extending from a 
point just above where the levator ani muscle encircles the rectum up 
beyond the reach of my finger, and so contracted that my index finger 
was barely able to enter it. The rectum was filled with pus, blood, 
and a great deal of mucus, denoting that there was a large ulcerated 
surface above the stricture. The external sphincter was greatly re- 
laxed, and the patient was suffering from incontinence of faeces as a 
result. The muscle had probably been overstretched or divided dur- 
ing the previous operation. 1 ordered the patient to bed and put her 
on liquid diet for a few days preparatory to operation. Instructions 
were given to thoroughly empty the bowels by means of high enemata 
of a solution of two drachms of ox gall to one pint of water, and to 
avoid cathartics, as violent peristalsis might rupture the ulcerated gut. 

June 22, 1895, assisted by Drs. Ferguson, Lobdell, Waite, and 
Stremmel, I made an incision into the abdomen in the median line 
extending from the umbilicus to the pubes. Then, by placing the pa- 
tient in the Trendelenburg position and crowding the small intestines 
back with large flat sponges, I could see and feel the stricture and 
judge of its length, which was between three and four inches. The 
sigmoid was secured and bent down over the stricture to a point deep 
into Douglas' pouch below the lower limit of the stricture and the 
length required noted. The sigmoid was now drawn up to the abdom- 
inal incision, and at the point noted one half of the smallest-sized 
Murphy button was securely sutured in place, and this portion of the 
sigmoid wrapped in a sponge and left in care of an assistant. An- 
other assistant now inserted the other half of the button by means of 
a buttonholder through the anus, up the rectum to the lower limit of 
the stricture, and turned the staff of the button toward the anterior 
rectal wall. By firmly pressing it against the wall I could feel and 
see the instrument from above, and by gently nicking the gut over 
this point the small staff of the button protruded through the gut wall 
and was sutured in place and firmly held by the assistant with the 
buttonholder. I next scarified the peritonaeum over the stricture 
and sigmoid, the surfaces to come in apposition from one half of the 
button to the other. Now, taking the half of the button in the sig- 
moid, I again bent the sigmoid down over the stricture so as to have 
the scarified surfaces come in apposition, and united it with the half 
of the button below the stricture, and thus formed a lateral anasto- 
mosis of the sigmoid and the rectum below the stricture. My intention 
was to suture the approximated surfaces of the rectum and sigmoid 
together along the scarified surfaces, so as to avoid the possibility of 
5 
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a loop of small intestine getting caught between them and being 
clamped off when the operation was completed. But on placing the 
lower half of the button, notwithstanding the great care taken to 
make only a small opening just for the staff, I noticed that pus and 
blood from the rectum entered the abdomen at this point and thus 
necessitated a drainage-tube with gauze from the bottom of Douglas' 
pouch. This gauze or Mikulicz drain was now placed and packed so 
as to firmly hold the sigmoid and stricture in apposition until the 
scarified surfaces could unite and form a firm sjeptum from the button 
to the upper limit ol the stricture. 

The abdomen was now closed with silku-orm-gut sutures up to the 
drainage-tube and the wound, dressed with iodoform gauze, was cov- 
ered with sublimated cotton and a firm roller bandage. Recovery 
from the operation was uninterrupted. 



The drainage-tube was removed on the second day and the balance 
of the gauze drain on the seventh day. There were liquid bowel 
movements daily. The button came away on the ninth day, when an 
ox-gall enema w:s given and a ^ood liquid stool secured. These enc- 
mata were continued daily, and a good nourishing liquid diet con- 
tinued until the patient gained strength. A clamp was placed without 
anaesthesia on the forty-seventh day, which came away on the fiftieth 
day. The patient was now given a generous diet of good variety and 
rapidly gained in strength, and after the sixtieth day was up and 
around the ward. 

I find upon examination now, although only live months have 
elapsed since the operation, that the greater part of the fibrous tissue 
has been absorbed, and that there is a large free opening between the 
rectum and the sigmoid quite sufficient for the passage of solidly 
formed faeces. The ulceration above the stricture has greatly im- 
proved and will probably soon disappear. 
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I used the small Murphy button, because all that was required of 
it was to form a fistulous tract between the sigmoid and the rectum 
below the stricture so the clamp could be applied to the saeptum. In 
this case I did not apply the cUmp so as to cut away the whole saep- 




tum, because in so long a tubular stricture it is not necessary to clamp 
away so much tissue. If from any cause it should be thought best to 
clamp away more of the saeptum it can be easily done, as there is com- 
paratively no pain in the use of the clamp, which can be applied with- 
out an anaesthetic. I had this clamp constructed so that one blade 
could be inserted at a time and then locked. The slots in the han- 
dles were left so as to fasten a rubber ring over the handles after the 
clamp was 6rst placed on the saeptum, and thus gradually clamp away 
the tissues the first twenty-four hours ; then, as the handles were ap- 




proximated by the elastic pressure of the ring they could be finally 
clasped together and the saeptum would be severed in a few days. To 
clasp the instrument the first day might produce too rapid sloughing, 
and thus set up a gangrenous spot that would not be limited to tne 
saeptum. 

The object in folding the sigmoid upon the stricture is to have a 



66 Joseph jB, Bacoriy M, D. 

normal piece of gut united to the ends of the stricture band that has 
been severed by the clamp, and thus to prevent their reunion and the 
reformation of the stricture. 

In this operation there can not be a return of the stricture, and 
the large opening left for the passage of faeces relieves the irritation of 
the old stricture tissue, which gradually becomes absorbed. The ul- 
ceration of the rectum above the stricture disappears. The sphincter 
ani muscles are left intact and continence is assured. It is impossi- 
ble to place the lower half of the button in the rectum without infec- 
tion of the peritonaeum, and therefore a drainage-tube, with packing 
of iodoform gauze, should always be used to insure drainage and wall 
off the general peritoneal cavity and thus limit the infection. A stric- 
ture formed in the lower end of the rectum extends so near the in- 
ternal sphincter that it would be rarely possible to use the method as 
described in the above case. 

For this form of stricture I have now operated upon twelve cases, 
the first one fourteen months ago. The patient has gained about 
thirty pounds in weight ; there is a large free opening where a very 
tight stricture was formerly located, and I have every reason to think 
her permanently cured. Even this case is too recent to be assured 
that the recovery will be permanent. The other eleven are doing 
well, and in no case has there been any serious complication or sepsis. 

The operation for stricture in the lower end of the rectum is sim- 
ple and quickly performed. It consists in making a mucous fistula 
around the stricture from a point below its border posteriorly in the 
median line between the stricture and the coccyx, terminating in the 
rectum as an inner opening above the upper border of the stricture. 
A heavy silk ligature is passed by means of a blunt-pointed needle 
similar to an aneurism needle and left in place for three months, when 
it is removed, and a probe-pointed grooved director passed through 
the fistulous tract, and the stricture severed with a Paquelin cautery 
down to the director. The object is to have a mucous tract at the 
bottom of the wound that will prevent the ends of the severed stric- 
ture from becoming reunited, as is the case in the ordinary linear proc- 
totomy. Theoretically this is possible, but the cases are too recent 
to prove that the stricture will not recur ; still, they show better re- 
sults than occur after ordinary proctotomy, and this operation does 
I ot interfere with the sphincter muscles, which is very important. 

34 Washington Street 
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THE INDICATIONS AND MODES OF DRAINAGE AFTER 
ABDOMINAL AND VAGINAL SECTION.* 

By Nicholas Senn, M. D., Chicago. 

So many names of distinguished gynaecologists appear on the pro- 
gramme to participate in this discussion that I have deemed it wise 
to curtail my remarks as much as possible, and, instead of going over 
the enormous literature on the subject, I will give you the simple rules 
in reference to drainage which I follow in performing abdominal oper- 
ations. 

Drainage of the abdominal cavity is an expression of the present 
imperfect state of surgery. It is often an unavoidable evil. It should 
be limited to appropriate cases, and it is therefore well that the indi- 
cations for it should be laid down clearly, so that we may have event- 
ually some definite rules that will guide the surgeon in his abdominal 
work. There are now no fixed rules. Some surgeons avoid drainage 
wherever possible ; others drain as a rule. .If I were permitted to 
pass my judgment on this question as a whole, I would say that the 
surgeon who has the ambition to operate quickly, to make an impres- 
sion on the bystanders, should drain frequently ; while, on the other 
hand, the surgeon who proceeds with his work carefully, step by step, 
with plans well laid out, with his practical knowledge resting on a 
firm pathological basis, will only drain in exceptional cases. After 
opening the abdomen the surgeon frequently has to deal with affec- 
tions that absolutely call for drainage. There is no other course to 
pursue. He meets with pathological conditions that can not be suc- 
cessfully removed ; he meets with cavities the walls of which it is im- 
possible to extirpate, and consequently he proceeds to establish an 
abdominal fistula, a great consolation to the operator, because it en- 
ables him to do something, so that probably during the course of 
time Nature will come to his rescue, taking advantage of the tempo- 
rary drainage, and eventually closing the cavity where drainage was 

* Read. For Discussion^ see page 104. 
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established. One of these conditions is met with in a distended or 
diseased gall bladder. It is my firm conviction that the best success 
obtained in cases of disease of the gall bladder requiring opening of 
the organ, in the absence of a permanent occlusion of the common 
duct, is the establishment of an external fistula. This operation 
shows the greatest success, is attended by the least danger — in fact, 
it is almost devoid of danger, if the surgeon is careful to prevent in- 
fection of the peritoneal cavity during the operation. 

The next condition — one that is not so frequently 'met with (but 
there are now some forty or sixty cases on record) — is cyst of the pan- 
creas. A few bold surgeons have made the attempt, and in a few 
isolated cases have succeeded in extirpating pancreatic cysts with a 
mortality of more than fifty per cent. Statistics show that the for- 
mation of a fistula usually results in a permanent cure in the course of 
a few weeks, and that a permanent fistula is the exception. 

Very often the surgeon makes a mistake in diagnosis, opens the 
abdomen for a supposed ovarian cyst or an ovarian tumor of some 
kind, and is astonished, when he has exposed the abdominal organs, 
to find a retroperitoneal cyst, a hydronephrotic kidney. Many sur- 
geons under such circumstances have resorted to the formation of an 
abdominal fistula, thus draining the distended pelvis of the kidney — a 
very unwise procedure, because a lumbar fistula will accomplish the 
same object, the formation of which is attended by less danger, and 
eventually, if it should become necessary, a nephrectomy is attended 
by a great deal of difficulty if previously the organ has been attached 
to the abdominal wall. So that I should lay down the rule that in 
hydronephrosis, whether diagnosticated before or during the opera- 
tion, the surgeon should make a lumbar nephrotomy. 

Then comes that large class of pelvic abscesses without removable 
walls ; abscesses which have had their origin in the pelvic connective 
tissue, perimetritic abscesses, abscesses originating within the Fallo- 
pian tubes, and abscesses within or around the ovary, but in which 
the careful surgeon will make the most scrutinizing examination be- 
fore he attempts the work of enucleation. If he finds enucleation 
impossible it would have been vastly better if he had dealt in a more 
conservative manner with his patient, and had resorted to abdominal 
drainage as taught us by Mr. Tait. 

In cases of removable affections the surgeon is often forced to 
drain for two distinct pathological conditions : First, the direct result 
of the operation — a bleeding, oozing surface ; cases in which it is 
either impossible to secure the vessels by ligating them, or in which 
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too much time would be consumed in arresting haemorrhage. We 
have learned here the value of the Mikulicz drain. I must, however, 
take issue with Mikulicz and his immediate followers in the technique 
of applying his drain. He speaks of an iodoform- gauze drain, and 
any surgeon who ha^ had considerable experience in abdominal sur- 
gery can testify to the fact that where the Mikulicz drain is called 
for we are frequently dealing with large cavities requiring an enor- 
mous amount of gauze to fulfill the urgent indication — to arrest par- 
enchymatous oozing. It is in such cases that I have learned to fear 
iodoform gauze, because the cases are by no means isolated in which 
a gauze drain composed exclusively of iodoform gauze became the 
immediate cause of death from iodoform intoxication. This is par- 
ticularly liable to occur in cases in which the patients' kidneys are 
not functionating properly or are diseased. It is in such cases that 
the elimination of the iodoform is accomplished with great difficulty, 
and hence when accumulation occurs death follows from intoxication. 
Again, there are cases that are extremely susceptible to iodoform. 
The smallest amount of this substance may prove fatal from intoxica- 
tion. I should therefore, in using the Mikulicz drain as a hsemo 
static measure, limit the iodoform gauze to an outer layer or two and 
pack the interior with ordinary sterilized gauze. This advice I am 
sure you will all appreciate. 

There are likewise abdominal operations during which serious 
complications arise that may constitute a special indication for drain- 
age. I will only allude to cases of pelvic tumors, of pyosalpinx, of 
extra-uterine pregnancy, complicated by plastic peritonitis, in which 
sometimes the anterior rectal wall is torn deep down in the pelvis, 
not accessible to direct measures, and it is extremely difficult, if not 
impossible, to close the wound efficiently by suturing. It is in such 
cases that I protect the abdominal cavity as far as possible by inter- 
posing between the wound and abdominal contents a few layers of 
gauze, then establish tubular drainage in direct connection with the 
visceral wound. I think that almost every conscientious surgeon will 
agree with me when I make the statement that in all operations for 
intraperitoneal suppuration, irrespective of the location of the abscess 
or the extravasated pus, drainage should be invariably practiced. 

Again, in pelvic surgery, where an operation is performed per 
vaginam^ the same rules will apply, and it is here that I wish to call 
particular attention to the intelligent and efficient use of the Mikulicz 
drain as a haemostatic agent. I have personal knowledge of three 
cases of vaginal hysterectomy which resulted fatally, the patients hav- 



70 - Nicholas Senn^ J/. D, 



ing succumbed to the immediate effects of haemorrhage. In these 
cases clamps were used, and the clamp either slipped or some impor- 
tant vessels were not included in the branches of the clamp. It is in 
doubtful cases that the surgeon should make use of the Mikulicz 
drain as additional security against haemorrhage after the operation. 
It is again in pelvic surgery requiring vaginal drainage for abscess 
that I invariably rely upon the tubular drain. I am sure I will come 
in conflict with the opinions and teachings of a number of the mem- 
bers present when I take a positive stand in reference to the opening 
and draining of pelvic abscesses, in which during recent years a num- 
ber of prominent surgeons, without any hesitation, without any com- 
punction of conscience, added to the necessary incision and tubular 
drainage the extirpation of perhaps an intact normal uterus, thus 
combining scientific with mutilating surgery. I think the rule will 
hold good here as elsewhere that surgeons now as well as in the 
future must learn that all-important rule — that it is bad surgery to un- 
necessarily remove an intact healthy organ for the purpose, perhaps, of 
facilitating drainage that by other methods could have been accom- 
plished equally well. It is in such cases of pelvic abscess of perime- 
tritic origin that careful exploration through the vagina, locating the 
pus, making, what we have practised for years, an incision resembling 
a partial separation of the uterus from the surrounding pelvic tissue, an 
old operation but with new applications. What is the use in the case 
of single, perhaps large pelvic abscess, unilateral, of adding extirpa- 
tion of the uterus to the opening up and draining of such an abscess.^ 
There are, however, several dangers incident to opening a pelvic ab- 
scess through the vaginal roof that we shall learn to appreciate as our 
experience enlarges, and I believe it is the duty of every member of 
this Society to be honest in making his reports, to make free confes- 
sion of his shortcomings, of his mistakes, of his misfortunes, because 
it is only in that way that we make actual progress. It has happened 
to me twice, gentlemen, in opening a pelvic abscess through the vag- 
inal roof, to have also opened the bladder — only a temporary evil, it 
is true, because permanent drainage of the bladder with Sims' cathe- 
ter succeeded in the course of a few weeks in closing the communica- 
tion between the bladder and the adjacent abscess, but, after all, a 
very unpleasant complication for the time being. That I was perhaps 
not entirely to blame for making such a mistake, you will all under- 
stand that in pelvic abscess the mutual relations between the organs 
often become so seriously changed by antecedent plastic adhesions 
that the bladder may become displaced to one side or the other in 
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such a way that it is almost impossible by the best method of opera- 
tion, based upon anatomical knowledge, to avoid making such mis- 
takes. But 1 do think that in the future I shall be a little more care- 
ful If I have any suspicion whatever of the bladder being in a 
malposition, 1 shall locate it accurately by distending it, as a prelimi- 
nary measure to exploration of the pelvic abscess by means of an ex- 
ploratory needle, and then opening the abscess with the knife point of 
a Paquelin cautery. I have operated upon numerous cases of pelvic 
abscess by a single point of incision and drainage, and have accurate 
statements from patients months and years after the operation in ref- 
erence to the permanency of the good results. 

A few words in reference to the technique. From a practical 
standpoint we must divide the technique of drainage, whether per 
zaginam or through the abdominal wall, into three distinct classes — 
namely, tubular, capillary, and combined drainage. In cases of 
drainage made for arresting haemorrhage, as a matter of course we 
rely upon the gauze tampon. In cases where we expect no serious 
haemorrhage, but rather copious serous effusion (the product of the 
primary wound secretion), I invariably combine tubular with capillary 
drainage — that is, I take one of Keith's tubular glass drains, pack it 
lightly with one strip of iodoform gauze, which is an enormous advan- 
tage over the older methods of tubular drainage, by removing the 
fluid from the drain by means of a syringe. In such cases the tube 
keeps the wound canal wide open, and the gauze drain is «!ufficient to 
lead the bloody serum into the hygroscopic dressing. It therefore 
greatly diminishes the danger from post-operation infective. Drain- 
age by the use of aseptic wicking is only a modification of the ordi- 
nary gauze capillary drain. To recapitulate, when I drain for pus, 
whether through the abdominal or pelvic incision, I invariably resort 
to tubular drainage, and for the removal of serum combined drainage ; 
while capillary drainage by means of a tampon is reserved for cases 
in which it becomes necessary to arrest haemorrhage by this method. 

532 Dearborn Avenue. 



72 Henry 7\ Byford, M, D. 



DRAINAGE IN PERITONEAL SURGERY.* 
By Henry T. Byford, M. D., Chicago. 

In answer to the invitation to discuss drainage in abdominal and 
vaginal section, I will briefly give the impressions I have gained from 
personal experience. 

Drainage in peritoneal surgery is for the purpose of removing from 
the peritoneal cavity or neighboring wounded tissues irritating or 
septic matter that has been introduced at the time of the operation 
or that finds lodgment there subsequently. When it is possible to 
prevent the introduction or accumulation of such matter, drainage is 
of course unnecessary. When such prevention is impossible, it be- 
comes a question of judgment as to whether the irritating or septic 
matter will in a given case cause only slight symptoms or give rise to 
serious consequences. 

There is danger in leaving irritating matter, such as bloody effu- 
sion from raw surfaces, and there is sometimes danger in draining. 
When the nursing after the operation is not absolutely reliable, most 
surgeons would prefer to allow the peritonaeum to take care of a mod- 
erate amount of effusion. When good nursing and personal supervi- 
sion follow the operation, drainage is preferable if there is any doubt 
as to the ability of the peritonaeum to absorb the fluid. When exten- 
sive oozing surfaces are left, and septic germs can not with certaintv 
be excluded or removed, the surgeon who does not drain assumes a 
great responsibility. 

The chief hindrance to a just appreciation of drainage is the fact 
that either the appropriate and best methods are not always employed 
or understood, or else not properly carried out. 

In the first place, the drainage must be adequate. It must afford 
a ready exit to the offending material. 

In the second place, it must include means for the prevention of 
infection by way of the drainage-tube or material. 



* Read. For Discussion^ see page 104. 



The Chicago Gynacological Society. 73 

In abdominal operations it is not always sufficient to drain the cul- 
de-sac of Douglas or the lumbar regions. It must be determined where 
the effusion will accumulate, and the tube or gauze must reach these 
places. In one case I used three drainaG:e-tubes with success. In 
others I have used both a drainage-tube and gauze. In nearly all 
cases I find it advisable to administer salines as soon after the opera- 
tion as the stomach will tolerate them for the purpose of causing peri- 
stalsis, and thus of preventing adhesions of the irritated peritoneal 
surfaces to each other and to the raw surfaces. In this way pocketing 
of effusion is prevented, and its flow toward the drainage-tube or 
material is facilitated. 

After transperitoneal nephrectomy, drainage by gauze strips 
through a puncture in the lumbar region is preferable, although after 
large tumors the capsule can sometimes be stitched into the abdom- 
inal wound and drained, the wound being then extraperitoneal. 
Transperitoneal tubular drainage has, however, proved practical in my 
experience. After operations upon the intestines and abdominal vis- 
cera, drainage through the abdominal walls must be employed. 

After operations upon the pelvic viscera, either abdominal or 
vaginal drainage may be made use of. 

Operations involving trauma high up in the pelvis should ordina- 
rily be drained by the glass tube extending from the lower portion of 
the incision down to the bottom of the pelvis. If, however, there is 
excessive oozing, or a large septic surface left in the pelvis, the gauze 
packing or Mikulicz drain is belter, for it acts as a tampon, as a drain, 
and as an isolator of the infected or inflamed area. The danger of 
paralysis or obstruction of the intestines from adhesion of the lat- 
ter about the gauze gives it dangers that do not belong to the tube, 
and should restrict its use in such cases to those absolutely requiring it. 

When pelvic-bound tumors are removed, leaving the bottom of the 
pelvis almost entirely denuded of peritonaeum, drainage into the vagina 
by means of the gauze tampon is often necessary to keep the intestines 
out of the wounded area and the fluids from contact with the general 
peritoneal cavity. A judicious use of vaginal drainage is the enucle- 
ation of the worst forms of pelvic-bound tumors, and in papillomatous, 
tuberculous, and malignant tumors adds greatly to our success in 
abdominal sections foi such conditions, and enables us to operate 
upon cases that would otherwise be unfit for operation. 

It may even become necessary to remove the uterus to facilitate 
vaginal drainage. When growths of this kind are of moderate size it 
is sometimes safe to remove the uterus by way of the vagina, enucleate 
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or disintegrate the tumors through the space thus provided, and then 
practically shut off the peritoneal cavity from above by the gauze 
tampon and drain. When vaginal section is performed, either gauze 
or a rubber tube may be used. 

In cases of removal of the uterine appendages through an incision 
in the posterior vaginal fornix, a short rubber tube, whose lumen is 
about one third of an inch in diameter, is all that is necessary in most 
cases. The act of vomiting and other motion of the body force the 
effused fluid through the tube into the gauze which envelops the 
external end within the vagina. After thirty-six hours the lube should 
be drawn out by means of a string previously attached. I have em- 
ployed this kind of drainage in a large number of such cases with 
good results. 

In quite a proportion of the cases in which drainage is necessary 
the oozing is so free that a gauze packing is better. This of course 
makes it necessary to leave quite a large vaginal opening to contract 
gradually. 

When the uterus is removed ^^r vaginam the gauze drain is, I think, 
preferable, and should project only as far as the stumps and oozing 
surfaces ; never up among the intestines. 

The second requisite of successful drainage — viz., the prevention 
of infection — can usually be attained, and when attained, the chief ob- 
jection to drainage disappears. 

The glass tube for abdominal drainage should be too small to 
admit a lead pencil. When I see some of the drainage-tubes used 
I am always reminded of stove pipes that are made to let a draught of 
air through them. Their contents should be drawn every hour or two, 
never at longer intervals, and this by means of a sucker, not by a swab, 
as the latter tends to force some of the liquid back into the peritoneal 
cavity. A strip of gauze should be kept in the tube between the 
dressings. The tube should be removed in from thirty to forty 
hours. The wound should not then be closed by a suture, but a 
narrow strip of gauze should be passed into it through the abdominal 
walls with a probe and be left for four or five hours. If the tube is 
slim enough, and the wound has been tightly sewed around it, the 
parts will come together about the gauze, which dries the surfaces and 
secures a primary union after its removal. The drainage site should 
afterward be washed off with a i-to 2,000 solution of corrosive mer- 
curic chloride twice daily. 

When the Mikulicz drain is used, about one quarter or one fifth 
should be removed each day, and while the strip is being pulled out 
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all of the blackish bloody fluid that appears at the surface should be 
soaked off with sterile absorbent cotton. After the tampon is all out 
a little fresh sterile gauze should be introduced every three or four 
hours for two or three times to keep the wound dry, provided there is 
still space for it. 

When a large gauze packing is left in the pelvis and brought out 
from below, it should be removed in a gradual manner. When but 
little projects into the peritoneal cavity, as is usual after vaginal hys- 
terectomy for carcinoma or small fibroids, it should be left for about 
four days and then be removed all at once, and be followed in a few 
hours by mild antiseptic douches. 

The vulvar dressings should consist of an abundance of sterilized 
absorbent material and be changed every three or four hours. All 
manipulations of tubes or gauze drains should be by sterile hands 
with sterile materials. 

In conclusion, I wish to emphasize the fact that I do not believe 
in drainage when it can be avoided. At the same time I have no fear 
of drainage when I have one of my trained nurses to take care of the 
tube. I should therefore consider myself culpable if I were to add to 
the dangers of an operation by unduly prolonging it for the checking 
of moderate oozing. Neither should 1 feel justified in taking any risk 
in leaving either blood or material that might be septic without pro- 
viding for adequate drainage 
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DRAINAGE IN ABDOMINAL SECTION FOR PELVIC 

DISEASE.* 

By T. J. Watkins, M. D., Chicago, 

Gynaecologist to St. Luke's, Lakeside, and Provident Hospitals. 

The term ** drainage '* as here considered is to be understood as 
referring to the removal of fluid, to keeping the intestines or other 
organs separated from necrotic or infected tissue, and to tamponade 
for haemorrhage. 

I. General Indications. 

The general indications for drainage are : 

1. General septic peritonitis. 

2. Escape of septic matter into the general peritoneal cavity. 
This may occur prior to or during operation. When it occurs before 
operation, general septic peritonitis will ordinarily be present. The 
septic matter may be the contents of the intestine, of an abscess, a 
cyst, or an haematocele. Drainage on account of rupture during opera- 
tion is seldom necessary, because in such cases the intestines are usu- 
ally protected by gauze or sponges, and the infected portion of the 
abdominal cavity can be thoroughly cleansed. 

3. The presence of a large amount of necrotic or septic tissue 
which can not safely be removed. This condition may result when 
old and extensive adhesions are present, when an abscess occurs pri- 
marily or secondarily in the pelvic cellular tissue, when a cyst has 
become so firmly adherent and necrotic that it can not be removed, 
and when an haematocele has become infected. Drainage in this 
condition not only permits the escape of necrotic tissues, which 
slough away, but also prevents contact infection of the intestines. 

4. Haemorrhage which can not be readily controlled by suture, 
ligature, temporary pressure, hot sponges, etc. 

5. An injury to the intestine in which there is danger of the occur- 
rence of faecal fistula. 

* Read. For Discussion^ see page 104. 
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II. The Routes of Drainage. 

The routes of drainage are : 

1. Abdominal. 

2. Vaginal. 

3. Vagino-abdominal. 

Until recently the abdominal route has generally been employed 
for drainage in abdominal section for pelvic disease ; the vaginal route 
is now frequently used, and my belief is that it will soon be employed 
in nearly all cases which require drainage. 

The advantages of the abdominal over the vaginal route are : 

1. The production of an additional wound is unnecessary. This, 
however, is of no special importance, as the vaginal wound is small 
and is easily made. 

2. The drainage does not pass through a septic canal. This objec- 
tion is theoretically very strong, because the vagina can not be ren- 
dered perfectly sterile. The results of operations carefully done in 
and through the vagina, however, demonstrate that the vagina can be 
made practically aseptic. 

The advantages of the vaginal over the abdominal route are : 

1. The most dependent portion of the abdomen is drained. 

2. Drainage is downward. 

3. The surface which usually requires drainage is in more or less 
close proximity to the vagina. 

4. The danger of hernia is diminished. 

5. Fewer adhesions must of necessity occur, as the abdominal 
cavity is kept more free from exudates. 

6. There is less danger of infection of the abdominal wound. 

7. When the gauze drain is employed, much less pain is occasioned 
upon removal of the drain. 

8. There is less danger of infection in the after-treatment of the 
patient. 

The abdominal route is the better mode of drainage to employ 
when the surface to be drained is near the abdominal incision, as, for 
instance, when a pyosalpinx is adherent to the abdominal wall or to 
the anterior surface of the broad ligament of an anteverted uterus, 
when an opening into the vagina can not be readily made on account 
of extensive adhesions of the uterus to the rectum, and when a septic 
disease of the vagina or vulva is present. Under all other condi- 
tions I consider drainage by the vagina preferable. 

The vagino-abdominal route may be employed when the indica- 
tions for both routes are present. 
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III. Variety of Drains. 

1 . Tubes, — The tubes usually employed are of soft rubber or glass. 
The glass tube is better for abdominal drainage than the soft rubber, 
because the latter is liable to become occluded by pressure or flexion. 
The rubber tube should, in all probability, be always used in prefer- 
ence to glass for vaginal drainage. More thorough drainage can 
always be obtained by tube than by gauze, and the tube should there- 
fore always be employed in cases of general septic peritonitis. Gauze 
may be used in connection with it when it is indicated for the con- 
trol of haemorrhage. 

When irrigation is necessary, the tube drain is invaluable. For 
this purpose two tubes should be used — one large and the other small, 
sewed together at the inner end. The larger tube should be perfo- 
rated as far as it extends into the abdominal cavity. The tubes 
should be fastened by suture to the incision in the vagina or to the 
cervix. 

Tube drainage may be indicated in some cases where septic mat- 
ter has escaped into the general peritoneal cavity. The rubber tube 
should extend one or two inches outside the vulva ; the outer end 
should be thoroughly covered with antiseptic gauze, and the gauze 
should be changed as often as it becomes moist. More active drain- 
age may be obtained by leaving the tubes longer so that they may be 
bent down over the perinaeum and a siphon action be thus pro- 
duced. 

2. Gauze, — The gauze drain should usually be employed for the 
second, third, fourth, and fifth general indications for drainage, as 
stated above. By means of gauze the infected portion of the perito- 
naeum can, as a rule, be kept separate from the non-infected portion, 
and capillary haemorrhage can be controlled. Experiments have 
shown that the capillary action of gauze is weak, but my experience 
has been that, when the gauze drain is carried through the vagina, no 
accumulation of fluid in the peritoneal cavity has occurred. When 
gauze drainage through the abdominal wound is employed, however, 
accumulations so frequently occur that it is now my custom, when I 
employ an abdominal gauze drain, to introduce a short rubber tube 
between the gauze drain and the lower angle of the wound. 

A method of abdominal gauze drainage which I first saw Dr. E C. 
Dudley employ is so much better than the Mikulicz that I never em- 
ploy the latter. The method is as follows : The end of a piece of 
gauze two feet wide, folded to the desired width, is carried down to 
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and covers the surface to be drained. The sides of the gauze are 
folded about any raw surface that may be lateral to the uterus, and 
the gauze is allowed to project about one'or two inches from the ab- 
dominal wound. Strips of gauze are packed between the wide layer 
of gauze and the pelvic organs, if necessary, to control haemorrhage. 
This gauze should be placed before the sponges which cover the in- 
testines are removed. In some cases the wide layer of gauze is un- 
necessary, and only a narrow strip of gauze is required. The rough 
edges of the gauze should be turned in and sewed. 

IV. Technique of Vaginal Gauze Drainage. 

In all cases of abdominal section where vaginal drainage may 
be needed the vagina is prepared before operation as follows : The 
pubes and vulva are always shaved, and the vulva and vagina thor- 



FlG. I. — Vaginal gauze drainage. 

oughly cleansed before the patient is anaesthetized. In narcosis the 
vagina and vulva are again thoroughly cleansed and disinfected. The 
uterus is then dilated, thoroughly curetted, and, if septic, is packed 
with iodoform gauze. 
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Before the sponges which protect the intestines are removed, the 
point of a long, sharp- pointed scissors, curved on the fiat, is pushed 
from the vagina into the peritoneal cavity posterior to the uterus. 
The blades of the scissors are then separated and the scissors with- 
drawn. With one finger in the vagina and a finger of the other hand 
in the peritoneal cavity, the opening thus made is dilated to the 
desired size. 

A piece of gauze two feet wide and folded is now carried through 
the opening into the vagina, caught by the fingers, and pulled out 
over the vulva. As little of the gauze as will be required to cover the 
necrotic or infected tissue, or to check hEemorrhage, is left in the 



Fic. a.* — Mikulicz drain. (Montgomery.) 

peritoneal cavitj-. The punctured wound will not bleed unless tie 
tissue is indurated. If hemorrhage occurs, it may be necessary to 
pass a suture or to apply forcipressure through the vagina. In cysts 
of the broad ligament the puncture may be made directly into the 
cyst and the drain applied. Little or no more time is required for 
vaginal gauze drainage than for abdominal gauze drainage. 

The advantages of the vaginal gauze drain over the abdominal 

• From An American Text Book of Gynecology, with permission of the publisher. 
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gauze drain are apparent upon comparison of the two accompanying 
illustrations.' 

The abdominal gauze drain is all removed at the end of twenty- 
four, forty-eight, or seventy-two hours ; the dressings which cover it 
are changed as often as they become soiled. 

The vaginal gauze drain is usually removed at the end of twenty- 
four hours, but may be left for forty-eight hours. The vaginal tube 
drain should not be removed as long as a moderate amount of dis- 
charge continues. 

V. Personal Experience. 

From what has been said above, it may be inferred that the ab- 
dominal drainage-tube has no place in drainage in abdominal section 
for pelvic disease. I have employed it in only one or two cases dur- 
ing the past two years. 

I have employed the abdominal gauze drain in about fifty cases. 
In a number of these cases it has proved inefficient so far as the re- 
moval of the fluid was concerned. In some cases its early removal 
has been necessitated by infection from an accumulation of bloody 
serum. Its removal ordinarily causes severe pain to the patient. In 
a few cases sinuses have persisted for a considerable time, and in two 
or three cases ventral hernia has to ray knowledge resulted. In one 
case of double pyosalpinx complicated with appendicitis death re- 
sulted, as I believe, from an accumulation of fluid in the abdominal 
cavity. I have never employed tube drainage through the vagina 
after abdominal section, because I have operated the few cases of 
general septic peritonitis that have been under my care through the 
vagina. 

I have employed the vaginal gauze drain in twelve cases, and it 
has never failed to act satisfactorily. Its removal usually causes the 
patient but little pain. Although some of the cases were desperate^ 
all the patients have made good recoveries. 

93 East Eighteenth Street. 
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THE ADVANTAGES AND TECHNIQUE OF CAPILLARY 

ABDOMINAL DRAINAGE.* 

By Weller Van Hook, A. B., M. D., 

Professor of Surgery in the Chicago Polyclinic. 

The time limitation on the present occasion demands that the sub- 
ject assigned for discussion be treated in a manner so brief as to be 
almost fragmentary. I shall therefore invite your attention to but 
two general problems in abdominal drainage : first, the requirements 
demanded of a drain in the free peritoneal cavity, briefly explaining 
the reasons why I prefer capillary drainage; second, I shall occupy 
a few moments with a consideration of the best methods of utilizing 
the capillary drain, leaving to others, for the present, the lareje and 
important subject of the indications for drainage. 

The first problem of drainage of the abdomen is the mechanical 
removal from the abdominal cavity of a certain quantity of fluid per 
hour for a certain number of hours. What is the quantity to be re- 
moved per hour, and what the number of hours during which this 
mechanical process must be kept up, we can not foretell even when 
individual cases are before us, since we have no means of estimating 
the secretory activity of the peritonaeum on the one hand, or its re- 
sorptive power on the other. Consequently I conceive it a general 
principle which will be undisputed that when a drain is applied it 
must be of sufficient capacity to remove as many ounces of fluid per 
hour as the peritonaeum under the pathological conditions present can 
possibly demand. Insufficient drainage, where drainage is employed 
at all, must be calamitous, especially in .the presence of bacteria, which 
we know are present even in the majority of aseptic laparotomies, since 
the micro-organisms may grow in the accumulating fluids. 

The operator who wishes to remove fluids from the abdomen thinks 
first of all of the various excavations and projections upon the pos- 
terior wall of the abdomen as being in his favor from a hydraulic point 

• Read. For Discussion, see page 104. 
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of view, since they have some tendency to cause the fluid to collect 
in puddles by force of gravity. 

To withdraw large quantities of fluid from the abdomen in a given 
time Koeberl^ first used the glass tube. To reach the bottoms of the 
various valleys of the abdomen Keith lengthened and, where neces- 
sary, bent the tube. 

Keith's improvement was long the ideal of abdominal drainage. 
But neither Koeberle nor Keith had fully overcome two other impor- 
tant physical factors in the problem — viz., the action of gravity and 
the mechanical interference offered to drainage by the intestines. 

The first of these difficulties was met by aspirating the contents of 
the tube at stated intervals, a process which leaves the tube, at best, 
with some vestiges of fluid in it, and which between the acts of aspira- 
tion permits the bacteria, as Welch has pointed out, to overcome the 
bactericidal action of the fluid and grow in it, provided, as they are, 
with a retreat safe from contact with the tissues. Besides, we must 
not neglect the great danger of infecting the tissues about the tube at 
the frequent dressings. 

It remained for capillary drainage to solve both these problems at 
once, the strands or masses of capillary material being placed, if neces- 
sary, between the intestines or other viscera, and at the same time 
elevating the fluid to the dressings outside the abdominal cavity. We 
have now learned that the application of the gauze directly to the in- 
fected or injured surface insures the immediate removal of the secre- 
tions to a safe distance. 

Thus we see that the most fundamental principles of wound treat- 
ment are violated by the use of the drainage-tube in the abdomen, 
while the capillary drain fulfills these requirements. 

A physiological requirement is likewise met by capillary drainage 
and violated by tubular drainage — viz., that a minimum of damage 
must be inflicted upon the peritonaeum. The unyielding glass tube 
inevitably injures the delicate peritonaeum when pushed and pulled 
about by the respiratory and other movements of the abdominal walls, 
and by the vermicular action of the digestive tube. The gauze yields 
easily to all pressure from without, and injures the peritonaeum to so 
slight an extent that most writers regard its effects in producing adhe 
sions, aside from the coincident action of bacteria, as almost if not 
quite nil. Kelterborn * lays special stress on the action of infection 
as the most important factor in the causation of adhesions. 

* Cent,/. Gyn.y No. 51, 1890. 
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The value of capillary drainage is great in meeting the require- 
ments of a means by which currents of infectious fluid may be di- 
verted from uninfected areas and the morbid tissues be inclosed and 
cut off from the normal areas. 

No case with which I am familiar illustrated so many advantages 
of capillary drainage as one mentioned by Gubaroff,* in which a sec- 
tion was made upon the body of a woman who had submitted to in- 
testinal resection of the colon. The patient had died thirty-six hours 
after the operation as a result of a purulent and very malignant peri- 
tonitis. All those points which had been in contact with the gauze 
were entirely healthy, and the serous coverings of the viscera had 
preserved not only their pale tone of color, but also a part of their 
polish. About ten centimetres around the drainage material the in- 
testine was inflamed and covered with thin fibrinous pseudo-mem- 
brane ; here there were no signs of pus demonstrable, although the 
gauze had come in direct contact with those places where the intes- 
tinal ends had been sewed together and where one would expect a 
leakage of intestinal contents. In the neighborhood of these adher- 
ent points — /. ^., ten centimetres from the surface of the drain — one 
came into the peritonitis area. 

The influence of the drain, we may safely infer, extends at least 
ten centimetres in every direction about the gauze. 

A very great advantage of the gauze drain lies in the fact that its 
presence, by favoring the destruction of a certain number of perito- 
neal cells and of white corpuscles, brings about a rapid coagulation 
which materially favors the arrest of haemorrhage. The impossibility 
of reaching the various anatomical subdivisions of the abdominal 
cavity by means of tubular drains needs only to be mentioned. 

Here, again, the gauze has an important advantage, since it may 
be harmlessly pushed in various directions in the abdominal cavity. 
This advantage some operators, it seems to me, very thoughtlessly 
disregard when they roll their gauze into cylinders, as advised by 
some writers. 

The length of time a capillary drain is to be left in the abdomen 
is a delicate point to decide. Gubaroff", already cited, thinks that 
twenty-four to thirty-six hours is sufficient time for a gauze drain to 
lose its usefulness in a normal peritoneal cavity by the process of ad- 
hesive peritonitis walling it off and mechanically preventing its fur- 
ther action. Graser's recent beautiful researches on adhesive perito- 

• Arch.f. Gyn,^ Bd. xlix, H. 2. 
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nitis bear out this opinion and the similar recorded results of earlier 
observations. But in the presence of infection and of acute inflam- 
mation the case is widely different. So long as the discharge is free, 
few of us will feel like removing the gauze lest peritonitis be the re- 
sult. We must not forget that a capillary drain may. after several 
days* use, deliver Jess fluid because of its surface being to some extent 
covered up and blocked by a fibrinous deposit or by the accu- 
mulation in its meshes of quantities of cells, the gauze acting like 
a filter, so that for chronic discharges tubular drains give better ser- 
vice. 

It would be wrong to omit the mention of the great assistance 
that both tubular and capillary drainage receive from intra-abdominal 
pressure. Tubular drainage is especially dependent upon it. 

The value of capillary drainage depends, first, upon the material 
selected, and secondly upon the skill displayed and the method chosen 
in its application. These matters have, I believe, been too little 
analyzed by writers on abdominal technique, although experienced 
operators do not go astray. 

In the first place, the choice of material would theoretically de- 
mand the use of fibers of a minimum diameter, since the activity of 
capillary movements varies inversely with the diameter of the capil- 
lary tube. Hence we would select, if this were the only considera- 
tion, silk or spun glass. For the same reason we would choose a 
fabric of a very fine mesh in order that a maximum number of con- 
ducting tubes might be included within a given sectional area. Prac- 
tically, however, these considerations are outweighed by the fact that 
our ordinary hydrophile cotton gauze has been found universally effi- 
cient, since its volume can be increased sufficiently to meet the phys- 
ical requirements. Cheapness and convenience are additional advan- 
tages of gauze. 

But too much importance can not be ascribed to the proper prepa- 
ration of the gauze. It should be free not only from added gums or 
resins, but also from the oil of the crude cotton fabric. It should be 
as actively ** hydrophile " as possible. Doubtless every surgeon has 
met with cases in which commercial gauze, by failing to attract water, 
has acted as an obturator instead of a drain. If gauze is properly 
prepared, lamp wicks have no advantages from a capillary point of 
view, while their limitations of thickness, length, and breadth are a 
distinct disadvantage. 

The position of the patient in the application of the drain is not 
too unimportant to be worthy of mention. The elevation of one end 
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or side of the operating table will cause the intestines to move in the 
direction desired. 

It is important that the strips of gauze be carried in each instance 
to the bottom of the abdomen, for if this is neglected fluid will col- 
lect below the gauze. The gauze will tend to be displaced by intes- 
tinal movements and will be rolled into useless ropes, lacking suffi- 
cient contact with the peritonaeum to produce the friction necessary 
to hold it in position. 

In operations in which septic foci are likely to be cpened it has 
seemed to me good practice to apply at once on opening the abdomen 
those layers of gauze considered necessary as permanent protecting 
material. The pus is then caught on sponges and the drainage left 
undisturbed, since its removal and replacement inevitably results in 
contamination of the uncovered parts. 

As has already been said, the quantity of gauze introduced must 
be sufficiently large to insure ample drainage ; otherwise it may, by 
blocking the exit of fluids, do more harm than good. 

I desire to present to the Society a simple device by which the 
draining power of gauze masses may be greatly increased. If two 
pieces of gauze of the same quality and breadth, but of different 
lengths, be hung over the edge of a receptacle containing water in such 
a way that both project equally into the fluid, it will be found that the 
longer piece of gauze will deliver from the receptacle a strikingly 
greater quantity of water than the shorter piece. 

At first I thought this was due to a siphon action. But the 
slightest consideration served to show that as the individual fibers 
are not air-tight tubes extending continuously from the surface of the 
water in the reservoir to the end of the gauze, the conditions of siphon- 
age are not supplied. 

The explanation lies in the fact that, in the case of the long strip 
of gauze, the water is removed from the overhanging arm with great 
rapidity, the downward movement being accelerated by gravity as 
well as by downward capillarity in the overhanging part. While these 
forces act in the case of the short strip in exactly the same way they 
do not act in the same degree. 

This is better understood by referring to the familiar movement of 
oil in a lamp wick when the oil at the top of the wick is ignited. A 
large volume of oil passes upward because the upper end of the wick 
is kept dry by the flame, which consumes the oil as fast as delivered » 
but before the lamp is lighted no oil flows out. 

The practical application is : Provide for free, perfect delivery of 
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abdominal fluids from the drainage gauze. This may be done in two 
ways : The first and best, by leaving the strips of gauze long enough 
to fall over the patient's Hank into ihe dressings at the side and back. 
The second method consists in the careful adjustment of the hydro- 
phile dressings in such a manner about the drainage gauze that a 
capillary joint between the two will be effected. 

In several recent cases of appendicitis in which these plans were 
carefully followed, the enormous serous discharge wet the bedding 
beneath the patient repeatedly, while some of the cotton at the sur- 
face of the abdominal dressing was scarcely moistened. The extreme 
importance of employing cotton and gauze of unimpeachable hydro- 
phile quality needs only to be mentioned to be appreciated. 

The following propositions seem to me to be justly deduced from 
the foregoing considerations : 

1. Since the quantity of fluid to be removed per hour can not be 
more than approximately estimated, the amount of drainage material 
employed must be well equal to maximum requirements. 

2. Capillary (gauze) drainage has the advantage over tubular 
drainage that a minimum amount of damage is inflicted upon the 
peritonaeum. 

3. Capillary drainage acts independently of gravity and suction 
apparatus, and delivers a constant current of fluid. 

4. By its appropriate disposition among the peritonaeum-clad vis- 
cera it not only aids coagulation in ruptured capillaries, but carries 
away fluids secreted at some distance (ten centimetres) from the 
limits of the gauze, since capillary action takes place between the 
closely approximated peritoneal surfaces. 

5. The amount of plastic reaction depends more upon the infec- 
tion present than upon the action of the gauze. 

6. The utmost attention should be paid in septic cases to the 
accurate application of gauze over the uninfected surfaces of the 
peritonaeum near the focus of infection, and this gauze should not be 
disturbed or replaced during or at the end of the operation. 

7. The strips of drainage gauze should be left long in order that, 
hanging over the side of the abdomen, the fluid from the peritonaeum 
may be delivered with great freedom and rapidity into the dressings. 

103 State Street. 
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Strangulated Inguinal Hernia of a Cystic Appendix Vermiformis, 

By Weller Van Hook, M. D. 
(See page 47.) 

Discussion. 

Dr. A. H. Ferguson : I have listened with considerable interest 
lo the report of Dr. Van Hook's rare case, and I desire to compli- 
ment him on the manner in which he has gone into the subject of 
hernial strangulation of the vermiform appendix. I have had occa- 
sion to remove two vermiform appendices in connection with strangu- 
lated herniae of the caecum. The appendix formed only a part of the 
contents. I believe Macready refers to three cases of vermiform 
appendix in connection with strangulated hernia, two of which were 
cystic and the other perforative. 

It is thought by some authors that a cystic condition of the vermi- 
orm appendix may be caused by the hernial constriction, the appen- 
dix finding its way into the inguinal canal, remaining there for a 
considerable length of time, the constriction increasing, and the distal 
portion of the appendix dilating into a cyst. No history of previous 
attacks of appendicitis which would point to the constriction (as 
probably being an aeticlogical factor of the cystic condition of the 
appendix) is mentioned by Dr. Van Hook. 
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Dr. Byron Robinson : The paper presented by Dr. Van Hook is 
a very suggestive one, and the condition he speaks of is rare. In 
order to determine the exact condition which exists in such cases we 
must open the abdomen. After conducting three hundred post-mor- 
tem examinations, and carefully noting the condition of the appendix 
and other organs, my experience teaches me that there is no such 
thing as a meso-caecum. An appendix in a strangulated hernia is 
rare. In our last one hundred and seventy cases the caecum and ap- 
pendix were involved in inflammation to the extent of seventy-two per 
cent. ; the meso- sigmoid, eighty per cent. This shows that hernia of 
the appendix vermiformis is comparatively rare, because adhesions 
find the appendix stationary. 

There are more heinias of the appendix vermiformis in females 
than in males. I have carefully noticed this in my post-mortem exam- 
inations. The frequency of the appendix in the pelvis in females is 
about thirty-five cases in one hundred : in males, from twenty to 
twenty-five in one hundred. This means that there is more motion 
in the female than the male appendix. It has therefore a g;reater 
chance to herniate, and the pelvis of a woman being larger, it is easier 
for the appendix to slip into the hernia. The length of the appendix 
varies from an inch to seven inches and a half. One appendix which 
we examined measured seven inches and a half, was as large as a 
finger, and resembled the small gut of a child. In one hundred and 
seventy adult cases examined, the average length of the male appendix 
was four inches and a half, while in the female it was a quarter or 
half an inch shorter. With reference to cystic degeneration of the 
appendix, in thirty cases of infants that were examined this condition 
could not be found. In examining fifty embryos, in not a single in- 
stance could a cystic degeneration be found. There was found, how- 
ever, inflammatory action in several cases. 

I do not like the term meso-caecum as used by the essayist. I 
would call the condition an excessively developed caecum. 

Dr. Henry P. Newman : Dr. Robinson speaks of enlargement of 
the caecum in the female as a cause of hernia. 

There is greater relative frequency of displacement of the kidney 
and other abdominal viscera in the female than in the male, but this 
is to be attributed to the disturbing and relaxing influence of dress 
and habit, and to the local and general atonic effects of frequent 
childbearing. Hence we should regard hernia of the caecum as due 
to the same aetiological factors as other hernial conditions, and not to 
generic or structural differences between the sexes. 
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Dr. J. T. BiNKLEY : I have been very much interested in Dr. Van 
Hook's paper and have gained considerable knowledge from his ex- 
haustive researches on this subject. There are one or two points in 
the paper that I do not quite comprehend. In operating upon these 
cases I have seen the appendix rupture on the anterior surfaces fully 
as often as upon the posterior, although Dr. Van Hook says the latter 
more frequently occurs. I have operated fifty times for appendicitis. 

Another question I would ask is with reference to haemorrhage 
following separation of recent adhesions in herniotomies. Can we 
separate large areas of adhesion and let them fall back into the ab- 
dominal cavity without fear of haemorrhage or without the formation 
of new adhesions ? I recently did an abdominal section in which the 
adhesions were so extensive that I found it necessary to drain with 
gauze, having operated a third time on the same patient. As the 
woman is dependent, unless she is relieved of these adhesions the op- 
eration will do her no good. I was thinking that at the end of ten 
days or more I might reopen the abdomen and break up the adhe-s 
sions caused by the drain without having as much haemorrhage as 
followed the separation of the old adhesions. 

Dr. Robinson : In reply to Dr. Newman, I would say that the 
caecum is excessively developed. There is no point in the intestinal 
canal that is so subject to variations. It is an enormous sac. 

In reference to the remarks made by Dr. Harris — that the appendix 
is twice as large proportionately in infants as it is in adults — in ex- 
amining thirty infants and fifteen embryos I find that the appendix is 
only slightly larger proportionately in infants than it is in adults. 

Dr. Binkley talks about adhesions occurring from drainage. I 
have reoperated on seven cases for adhesions, and they were worse in 
those cases that were not drained. 1 do not think, therefore, that 
drainage causes adhesions. 

Dr. Van Hook (closing the discussion) : Dr. Ferguson speaks of 
constriction as the cause of the cystic condition of the appendix. 
That is a question which has interested me very much, but Ribbert, 
who has made a careful study of the appendix in such cases, says that 
he finds at the point of constriction unmistakable evidences of prior 
inflammation. Steiner, who examined four cases, speaks of cicatricial 
masses in the walls of the appendix. I think this was the case in my 
specimen, although I could not demonstrate it, because I had cut the 
appendix off at a level below the site of the stricture. Nor do I think 
hernia had anything to do with the cystic formation in my case. If 
the cyst had been down for a long period of time, such might have 
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been the correct solution of the matter. But the hernia was reduci- 
ble, it being slipped readily into the abdomen. Besides, the man 
wore a tiuss. The hernia rarely came down, and then we have no 
reason to believe that this mass which did occasionally appear was 
not a piece of omentum or a coil of intestine instead of the appendix. 
Finally, the patient had a feeling of tenderness and discomfort in the 
abdomen for four years before the operation, whereas the rupture had 
only existed a year and a half. His discomfort was, I think, due to 
the presence of this distended appendix. 

I have not found in the history of the thirty-two cases I have 
studied that there was preceding appendicitis, although one would 
expect it. 

When I spoke of a meso-caecum I had in mind the retrocaecal 
connective tissue. Hildebrand studied eighty recorded cases of in- 
guinal hernia of the caecum or caput coli, and he believes that the 
colon in some cases works its way down from its somewhat elevated 
position by gradual relaxation of the connective tissue which main- 
tains it in position to the fascia ; it was the elongation of these con-* 
nective-tissue masses I had in mind, and not a meso-caecum. 

I mentioned in my paper that flexion can be a cause of strangula- 
tion of the appendix, and that obstruction may result therefrom. 
There is one case on record where this condition took place, as was 
demonstrated post mortem. 

I speak of retroperitoneal suppuration in this connection, because 
the diverticula which occur in these cysts are noted on the posterior 
surface — within the folds, as it were, of the mesenteriolum. It is 
known that fluid injected behind the appendix, between the plates of 
the mesenteriolum, passes into the loose tissues between tne folds of 
peritonaeum, lifts the colon, and goes up to the perinephric tissue, and 
may even pass up as high as the diaphragm. 

New Operations for the Cure of Non-malignant Strictures of the Rectum. 

By Joseph B. Bacon, M. D. 
(Sec page 60.) 

Discussion. 

Dr. Weller Van Hook : I consider Dr. Bacon's operation with 
the Murphy button a very valuable contribution to our surgical re- 
sources. While the new procedure outlined by Dr. Bacon this even- 
ing is an ingenious one, and will probably be useful to some extent, 
I fear it will not be a permanent success. 
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In producing a permanent fistula in ano the purpose is to produce 
a tube lined with epithelium which can be turned into and made a 
part of the rectal wall by a simple after- operation. But two objec- 
tions must be borne in mind : First, that epidermization of the wound 
surfaces — after the posterior proctotomy must be preceded by granu- 
lation, and this new-formed connective tissue must, like all scar tissue, 
subsequently contract, diminishing the caliber of the bowel. Second, 
the reproductive power of epithelial cells is limited, particularly in a 
septic environment, so that a considerable part of the denuded sur- 
face is likely to remain unclothed by epithelium until after scar con- 
traction has progressed to a marked extent. From these considera- 
tions I am led to believe that, while this operation will give better 
results than simple proctotomy, it will not yield permanent cures. 

Dr. M. L. Harris: My personal experience in the treatment of 
stricture of the rectum is somewhat limited. 

Dr. Bacon's first or high operation is very ingenious, and its ad- 
vantages in suitable cases would seem to be evident. 

Judging from Schede's report on Excision of the Rectum for Non- 
malignant Stricture, read at the last German Surgical Congress, it 
would appear that the applicability of Dr. Bacon's operation must be 
quite limited even in the high strictures. 

As is well known, the great majority of these strictures occur in 
females, all of Schede's fifteen cases operated upon being of that sex. 
The most of them are likewise old syphilitics who have had repeated 
attacks of pelvic trouble. Schede found great difficulty in many of 
these cases on trying to bring down the sigmoid and rectum, owing 
to old adhesions, tubal disease, and circumscribed pelvic abscess. 

These complications would interfere with the application of Dr. 
Bacon's operation, although, of course, they do not weigh against the 
advantages of it in suitable cases. 

Dr. Bacon's discouraging view of excision does not seem to be 
borne out by Schede's report, as all of his fifteen cases recovered, 
showing no immediate mortality, and subsequent retraction did not 
occur in any of them. 

Dr. Daniel T. Nelson : My experience in treating strictures of 
the rectum has been limited to three cases. The operations were 
done about ten years ago. These strictures occurred in females. I 
performed excision in the first case for an annular stricture in which 
the mucous membrane was loose both above and below; in other 
words, the mucous membrane was diseased, producing a stricture. 
It was the only operation I knew of at that time, and, while it did 
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not seem at all promising, the results were very satisfactory. In one 
case there was a stricture afterward, but it was not nearly as tight as 
the one for which the original operation was performed. The second 
stricture was greatly relieved, and the patient passed out of my sight. 
Three or four years afterward I had the opportunity of examining 
her. It is now eight or ten years since the operation was done, and 
I understand the result was satisfactory. The other case upon which 
I operated a second time was not as satisfactory, neither was it as 
good a case for operation. The stricture was a longer one, probably 
an inch or more being excised longitudinally along the gut. There 
was improvement following the first operation as well as the second, 
but some time afterward she came to me, and it was very evident that 
she was having more or less discomfort. 

Very much depends upon the length and kind of stricture. If 
the stricture is limited to the mucous membrane, almost any operation, 
such as simple dilatation, may be sufficient. If deeper tissues are in- 
volved, the treatment must be relatively more difficult. Any opera- 
tion is likely to be partly unsuccessful. 

The operation described by Dr. Bacon is an ingenious one, and 
one from which I should expect excellent results. But I would like 
to hear further reports of his cases two or three years from now as 
to the possibility of a diverticulum being formed by the sacculated 
portion. He may report good caliber and he may have too much 
caliber. Will the opening contract so that there will uDt be much 
difficulty from that source ? 

He spoke of passing a little seton through. The thought oc 
curred to me while he was speaking of this that I had seen some- 
where a statement that some surgeon put in an elastic seton which 
cut through slowly. May not that be done so that healing may take 
place while the seton is cutting its way through } 

Dr. Henry P. Newman : I would like to ask if after the high 
operation there is not a liability to accumulation of faeces, or if the 
bowel will contract and expel them } Also in carrying a seton into 
the rectal orifice, high up behind the stricture, is there not great lia- 
bility to infection and the formation of abscesses in the connective 
tissue surrounding the rectum ? I desire to compliment Dr. Bacon on 
his very ingenious operation. 

Dr. J. T. BiNKLEY : I have had the pleasure of observing the 
work done by Dr. Bacon in this city in several cases. While I was 
an associate in the Charity Hospital I saw him operate on three cases 
of stricture of the rectum. He has devised a very unique mechan- 
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ical operation for the relief of this condition. It seems to me a little 
remarkable that there is such a strange fascination on the part of 
some members of the profession to mention the operations which are 
performed abroad and to fail to recognize the genius and ability of 
our own talent. I do not remember that Dr. Bacon criticised any 
other method of procedure. He has simply been working along new 
lines and has accomplished wonderful results. Dr. Bacon occupies a 
unique position in this city, in that he is almost the only man who 
does rectal surgery exclusively ; consequently he has an opportunity 
of seeing a larger number of cases than other practitioners. 

Dr. A. H. Ferguson : I have had occasion to observe Dr. Bacon's 
work in operating for strictures of the rectum, and consider both of 
these operations acquisitions to our surgical procedures in both high 
and low rectal strictures. For high stricture of the rectum the opera- 
tion is feasible, and is not extremely difficult to perform. I was pres- 
ent when Dr. Bacon operated on the case he has reported to-night for 
high stricture. The presence of adhesions in the pelvis, or chronic 
inflammation of the tubes and ovaries, would be no contraindication 
for the performance of this operation, for these could be treated first, 
and the operation for the rectal stricture done subsequently. There 
is one anatomical condition which might interfere with the perform- 
ance of the operation — that is, when the sigmoid can not be brought 
down on account of a short mesentery. This, I can see, would be an 
insurmountable anatomical obstacle. 

The operation which has been presented this evening is not suit- 
able for high, but for low strictures. The operation for high stricture 
has been already published, and I must accuse Dr. Bacon of repeat- 
ing himself in this particular. He does not tell us to-night which is 
the new and which is the old operation. His old operation for high 
stricture has been tried and found useful. Regarding this new pro- 
cedure we can offer some observations, and having seen the doctor 
perform it, I must say that its future is promising. The results here 
reported are much better than from any other procedure for low 
strictures that I know of, such as incision or the use of the bougie, 
electricity, or the elastic ligature. 

The objection brought forward by Dr. Van Hook may be some- 
what of a barrier to the complete cure in some cases — that is, the old 
fistulous tract or sinus which has been formed by the seton may 
cicatrize and become obliterated ; but I think there will be less tend- 
ency for the stricture to recur because of the fistulous tract which he 
makes. It is in the deepest part of the cut that the bulk of granula- 
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tion tissue springs up after proctotomy, and this is prevented by 
Bacon's operation. 

There is one criticism which I would offer to the operation, and 
that is the possibility of carrying sepsis behind the stricture in passing 
the seton. We know that ulceration exists immediately above the 
Stricture in such cases, and in passing a needle through the ulcerated 
part there is a liability of carrying sepsis in the tract of the seton, and, 
the silk thread not bemg sufficient to drain it, an abscess is liable to 
form around the rectum. I would like to ask Dr. Bacon if abscess 
has occurred in any of his twelve cases. 

Dr. Bacon (closing the discussion) : I am very much obliged for 
the free discussion of my paper. It is now fourteen months since I 
performed the first operation by means of a mucous fistula. It may 
prove to be a failure, but time alone will decide this. 

In regard to Dr. Van Hook's plastic operation for strictures of the 
rectum, I will say that various plastic operations have been tried and, 
almost without exception, have been failures. We have above the 
rectal stricture an ulcerated surface with the most infective material 
possible flowing over it, and it is absolutely impossible to render the 
rectal field aseptic by suturing or by a plastic operation. The opera- 
tion which I have described has given relief in one case for more than 
a year, but whether it will be permanent or not I do not know. 
Strictures that are situated high up are rare. Most of them are situ- 
ated low down — at the junction of the levator-ani muscle with the 
rectum. VVe can operate on these strictures in females by my method 
successfully. I examined anatomically seventeen cadavers at the 
College of Physicians and Surgeons and Post-graduate Medical 
School, and, with one or two exceptions, could bring the sigmoid 
down to the floor of the pelvis. Where the mesentery is long in 
females there is no reason why the vagina can not be separated from 
the rectum and the sigmoid brought down to the internal sphincter 
muscle. Low strictures, if they do not involve the internal sphincter, 
can not be operated upon by this method. Before this can be done 
one half of the Murphy button must be modified ; it must have a 
broader base, so that there will be considerable contraction and so 
that the button can not be pulled into the peritoneal cavity. With 
this change in the button it can be successfully used in low strictures. 
If the lower half of the button is sutured in place from below, and if 
you have the upper half of the button placed in the sigmoid after 
separation of the rectum from the vagina, you can clasp both halves 
of the button together by touch. Perfect approximation of the gut 
7 
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wall is necessary in all cases. It is never safe to close the wound in 
these cases, and you should therefore insert a Mikulicz drain, with 
enough gauze packed against the rectal wall to cause adhesion in a 
few hours. The operation I have described is not restricted to cases 
of high stricture, and it can be performed in a greater variety of cases 
than I have spoken of to-night. 

Regarding the adhesions which Dr. Ferguson has mentioned, I 
will say that if you have pyosalpinx, posterior peritoneal adhesions 
to the uterus, adhesions to the rectum, or any pelvic complication in 
the female, you can operate on it first ; and if your operation has been 
so prolonged that you. do not consider it wise to do both operations 
at one sitting, the operation for the stricture can be done at a later 
period. Very few strictures of the rectum are complicated by other 
pathological conditions. If the sigmoid is loose in the pelvis, or even 
if it is adherent to other organs, there is no reason why it can not be 
brought down after the adhesions have been separated. 

Regarding subsequent contraction, I believe that in end-to-end 
approximation of the rectum there will be firm contraction at the end 
of one year in the average case. In every instance I have been able 
to observe in which there has been end-to-end approximation of the 
rectum, stricture has eventually recurred. Last summer a profes- 
sional friend of mine from Tacoma went to Philadelphia, and while 
there saw two cases of recurrent stricture of the rectum brought into 
the clinic. End-to-end approximation had been made with the Mur- 
phy button in both cases one year previously. I am quite sure the 
same thing has happened in all of the cases I have been able to trace. 
Scar tissue in the rectum will produce these strictures. When I use 
the Murphy button for lateral approximation I find there is an enor- 
mous amount of fibrous tissue in the rectal wall. In one case, after 
the button had passed at the end of one or two weeks, contraction of 
the fibrous tissue had occurred to such an extent that I could scarcely 
introduce my finger irtto the sigmoid. That is the reason I use a 
small button. If a larger-sized button is used for anastomosis the 
fibrous tissue will contract to such a degree that no faeces will pass 
through the orifice. 

With reference to the reports of Schede, as given by Dr. Harris, 
some of his cases may not have been examined after the first year. 

In reply to the remarks of Drs. Newman and Nelson, unless there 
is dragging and sagging of the sigmoid it is impossible to have accu- 
mulation of faeces. But it must be remembered that we are operating 
on these cases to save life, and should there be an accumulation of 
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faeces, it can be removed by daily injection and cleansing of the rec- 
tum and sigmoid. 

So far as my experience and observation go, linear proctotomies 
have been unsatisfactory. 

In reference to sepsis, I think of it every time I pass my ligature. 
I have had the temperature run up in several cases from 100° to 102°. 
There has been no infiltration into the surrounding tissues, and no 
ischiorectal abscesses have formed about the strictures. The pa- 
tients usually have left the hospital at the end of two weeks. Some 
of them never come back, and I do not know whether they are carry- 
ing the setons or not. Some of them changed their residences, and I 
have not been able to find them. 

Official Transactions, T. J. Watkins, Editor, 



Stated Meeting, January 17, 1896. , 

The President^ E. C. Dudley, M. D., in the Chair. 

Double Tubo' ovarian Abscess with Papillomata. 

Dr. T. J. Watkins : This specimen is interesting because it shows 
the condition of the ovaries and tubes in a patient upon whom I did a 
vaginal section "for pelvic abscess one year ago last June.* and because 
both appendages are affected with papillomata. After the opening of 
the abscess, two drainage-tubes were inserted and remained in place 
for four weeks. A second accumulation occurred and w"s drained 
through the old sinus. The drainage- tubes then remained for nearly 
six months, when the discharge was so slight that they were removed. 
The sinus, however, persisting, I dilated, curetted and again drained 
with two tubes. There was then very little thickening to be felt in 
the pelvis, and the tubes remained in place for nearly ^\'t^ months. 
The discharge became quite profuse, and to-day I did a radical opera- 
tion and removed this specimen by abdominal section. The left ap- 
pendage is thickened by exudate, contains some serum but no pockets 
of pus. The surface that was adherent to the posterior surface of the 
broad ligament, and that communicated with the vaginal sinus, was 
covered with papillomata. The probable origin of the pelvic abscess 

* Reported in the American Journal of Obstetrics^ August, 1 895, p. 209. Casc» 
Mrs. C. C. 
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was a pyosalpinx which became adherent to the posterior surface of 
the broad ligament, broke into the broad ligament and formed a 
broad-ligament abscess. This was opened by vaginal section without 
opening the peritoneal cavity. The right uterine appendage is en- 
larged somewhat as a result of inflammation and on account of the 
presence of a number of papillomatous growths. It is a question 
whether or not this prolonged suppuration had anything to do with 
the development of the papillomata. The tube on the right side 
shows the advantage of the technique which I mentioned at a meeting 
of this Society nearly a year ago.* The technique consists in sewing 
the broad ligaments instead of ligating them. By the use of a liga- 
ture it would have been impossible to have removed all of the disease, 
as the uterine portion of the tube was seriously affected. 

Discussion. 

Dr. Henrotin : You say that the abscess was in the broad liga- 
ment and that you did a radical operation } 

Dr. Watkins : Yes, I did a laparotomy to-day. 

Dr. Henrotin : You did not remove the uterus.^ 

Dr. Watkins: No. After excising the portion of the right tube 
within the horn of the uterus the rest of the organ seemed normal and 
was not removed. There is one point I did not mention, and that is 
this : I expected the adhesions in this case would be extensive and 
firm ; but I have never removed so badly diseased tubes and ovaries 
as these with less difficulty. 

Dr. F. Henrotin : With reference to Dr. Watkins' case, I will 
say that I have been doing considerable conservative work in the way 
of attacking septic foci through the vagina, and, after groping more or 
less in the dark, 1 am convinced in regard to one point, which applies 
very well in this case — namely, that in attacking abscesses and masses 
of inflammatory material in the pelvis through the vagina, that it is 
always advisable, and to me it has become a necessity, to enter the 
abdominal cavity. The gentlemen who frequently discuss this sub- 
ject, in opening abscesses seem afraid to enter the abdominal cavity. 
The fact is that it is a matter of great importance, as well as safety 
to the patient, except in the case of large abscesses with perfectly de- 
fined walls, to enter the abdominal cavity. When I have a mass situ- 
ated on one side, and when I can pass by it, the first thing I do, 
particularly in my recent cases, is to make an opening posterior to 

* American Journal of Obstetrics^ August, 1895. 
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the uterus, introduce the finger, enter the abdominal cavity and ex- 
plore the mass from inside this cavity. In a case like the one reported 
by Dr. Watkins (I do not say this in a spirit of criticism) I should 
have entered the abdominal cavity, mapped out the condition of the 
tubes from the inside of this cavity, and then removed the tubes 
through the vagina, taking away the uterus at the same time, if I 
thought it necessary. 1 consider this method an element of safety 
instead of dangei. By entering the abdominal cavity you can remove 
all the disease, and then, by instituting drainage, the patient is, in my 
opinion, or at least so far as my experience has gone, almost certain 
to make a perfect recovery. When you attempt to open the abscess 
without entering the abdominal cavity you are sometimes liable to 
have the abscess rupture at some slight point into the peritoneal 
cavity, and as there is no drainage of the peritoneal cavity established, 
sepsis develops. I have seen this occur in the case of a colleague, 
where a pelvic abscess ruptured into the peritoneal cavity, as was sub- 
sequently proved by an incision that was made when the woman was 
almost moribund. Therefore in all of these cases I think it advisa- 
ble to open the abdominal cavity in order carefully to determine the 
pathological conditions which are present. 

Dr. T. J. Watkins : In opening a pelvic abscess, which is in the 
cellular tissue, through the vagina, there is very little danger of enter- 
ing the peritoneal cavity if one makes the vaginal incision large, and 
if the section is made carefully. As soon as the finger comes in con- 
tact with the peritonaeum it is, as a rule, easily detected by its soft, 
smooth surface. By making an incision over the most prominent 
portion of the tumor, the operator is certain to directly enter the ab- 
scess cavity. If I were going to explore the abdominal cavity I would 
incise the abscess, thoroughly irrigate, pack with gauze, disinfect the 
vagina and then open the peritoneal cavity through the vagina. I 
admit in this case that it was a mistake not to have done a radical 
operation sooner than I did. 

The pelvic abscess in this case, when first opened, contained at 
least one pint of pus. In cases where the amount of pus present is 
small I would under no circumstances simply incise the abscesses and 
drain. 

Dr. Nicholas Senn exhibited the following specimens illustrative 
of complicated cases of laparo-hysterectomy : 

I. Myofibroma of the Uterus complicated by Pregnancy. — The first 
case was one of multiple myofibroma of the uterus complicated by 
pregnancy occurring in a woman thirty- five years of age, the mother 
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of two children. She missed her menstrual period twice, and at the 
time I made the first examination a positive diagnosis of pregnancy of 
about two months' duration was made. The size of the uterus and 
the number of tumors present made it inexpedient to permit preg- 
nancy to progress to its full term. I refrained from inducing an abor- 
tion because the position of the uterus, as well as the presence of a 
number of myofibromata, would have rendered such a procedure 
exceedingly dangerous. Therefore, at the end of three months I 
removed the entire uterus through the abdominal route by the extra- 
peritoneal method. I found, as we expected, a three months* preg- 
nancy — a foetus of normal size for that age. The woman made a favor- 
able recovery, with the exception that it was complicated by a throm- 
bophlebitis of a mild character. I have observed this complication in 
a number of cases of removal of the myomatous route by the extra- 
peritoneal, the intraperitoneal, and the clamp method. It results from 
the ligation of large veins, which causes thrombus to form at the point 
of ligation, and the thrombus eventually involves the femoral vein. 

II. Myofibromata of the Uterus complicated by Pregnancy. — This 
specimen was removed from a maiden lady who had suffered from 
myofibromata for a number of years without any serious consequences 
until about four weeks before the operation, when a physician was 
called in and found a point of tenderness in the light side, pain, and 
considerable rise in temperature. This illness lasted for two or three 
weeks, when it gradually subsided. Besides the enlarged uterus, and 
a number of myofibromata, I could easily make out by external palpa- 
tion the presence of a hard mass in the right siJe and attached to the 
fundus of the uterus. Considering the history of the case, I had rea- 
son to believe that we had to deal with a pathological condition oc- 
curring within one of the tumors, in all probability infection, abscess 
formation, or perhaps even sloughing. The uterus was removed by 
abdominal section by the extraperitoneal method. The first condition 
discovered after opening the abdomen was a mass composed of a 
number of adherent knuckles of small intestine attached to the right 
side of the uterus. On separating this mass I found a faecal stone, 
which at once established the diagnosis in reference to the nature of 
the complication. After further search, I had no difficulty in detecting 
a perforated appendix. The appendix was removed in the usual man- 
ner ; the abscess cavity in which the stone was lodged was thoroughly 
scraped out, and I aimed to procure an aseptic condition for the walls 
of the abscess by thorough disinfection and by sewing peritonaeum 
over the abscess cavity. It was my intention to complete the opera- 
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tion if possible without nnaking provision for drainage. The depres- 
sion following the recession of the stump after the removal of the 
uterus was kept open for a number of days, not so much for the pur- 
pose of affording drainage as with a view of watching the progress of 
the case relative to the site of the first part of the operation made for 
the removal of the appendix, that if suppuration should occur I would 
have a short route to the abscess cavity. The subsequent course of 
the case showed the wisdom of making this provision. A few days 
after the operation there was a slight rise of temperature with signs of 
local peritonitis above the stump, which showed only too plainly the 
existence of a limited suppurating focus, which in the course of a few 
days emptied itself into the space made for draining the pedicle, after 
which the patient recovered without any further untoward symptoms. 
III. Mvofibromata of the Uterus complicated by a Sloughing Submu- 
cous Fibroid, — The operation was performed at the Presbyterian Hos- 
pital. The patient was an unmarried woman, about thirty-five years 
of age, who for years had suffered from menorrhagia to such an extent 
that she had become quite anaemic. For a number of weeks the at- 
tending physician noticed a profuse and foetid vaginal discharge, and 
for this reason suspected, besides the myofibromata, malignant disease 
in the cavity cf the uterus. I removed the entire uterus by the extra- 
peritoneal method. You will notice in examining the specimen a 
number of myofibromata, one of which, a sloughing submucous growth, 
is attached to the fundus of the uterus. I also found multiple fibroid 
tumors distributed in the broad ligaments as far down as the cervix. 
Some of the smaller tumors were enucleated from the cervix. After 
the removal of the uterus I examined its interior, and found a submu- 
cous tumor which had undergone necrosis, which explained the symp- 
toms that had given rise to suspicion of malignant disease. It was 
from this tumor that the discharge came. It is not always easy to 
make a positive differential diagnosis in such cases between sloughing 
intra-uterine myofibroma and malignant disease. On examination of 
this specimen, some of the gentlemen here perhaps would argue in 
favor of removing by morcellement the sloughing myofibroma, as well 
as some of the other tumors, that would have been accessible by the 
vaginal route. That this procedure would not have been unattended 
by danger becomes evident when you examine the wall oi the uterus, 
which is exceedingly thin over the base of the sloughing tumor. There 
would have been great danger, in removing this tumor, of perforating 
the uterus and of infecting the peritoneal cavity ; you can also readily 
see that it would have been impossible, without opening the peritoneal 
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cavity, to remove the second largest one of the tumors which is at- 
tached to the base of the organ. 

IV. Adenofibroma of the Ovary. — This specimen is perhaps the 
most interesting one because it represents a very rare form of tumor 
of the ovary. When we examine the statistics of adenofibroma of the 
ovary we find these cases are exceedingly rare. The patient wrs 
about thirty years of age. I had an opportunity to examine her for 
the first time when she was pregnant about six months. I had no 
difficulty then in outlining a tumor occupying the left cornu of the 
uterus. My impression at the time was that it might be a subserous 
fibroid, but I advised that pregnancy be permitted to progress, that 
she should secure efficient aid dujing her delivery, and that soon 
after delivery an operation for the removal of the tumor should be 
performed. I understand from the physician who attended the lady 
that pregnancy went on without any further complication, and that 
she was easily delivered without the aid of forceps. About a year 
afterward, which was a few weeks ago, she entered St. Joseph's Hos- 
pital, when I found this tumor on the floor of the pelvis to the left of 
the uterus. It was removed by abdominal section. It had an ex- 
tremely short pedicle, and no vestige of a normal ovary was present. 
We have made sections of it which, under the microscope, show the 
typical structure of adenofibroma. 

Discussion. 

Dr. Henry T. Byford : I would like to ask Dr. Senn if the throm- 
bophlebitis occurred after the operation upon the pregnant uterus. 

Dr. Senn : In this particular case the woman was pregnant three 
months. I have seen thrombophlebitis in even non-pregnant women 
a few times, and I am sure I have lost one case of embolism during 
the course of a thrombophlebitis. 

Dr. Byford : I have encountered only one case of thrombosis 
after hysterectomy which came on after the removal of a puerperal 
uterus. I would raise the question as to whether there is not more 
danger of the development of this condition after operations during 
the pregnant and puerperal states than at other times, and whether 
making the peritoneal cuff* operation would not render this accident 
more liable to occur. It seems to me it is better to tie the broad liga- 
ments in sections whenever possible, and not leave a space which will 
afford an entrance for infection to take place. 

Dr. Byron Robinson : It seems to me it does not make much 
difference what method is used in the removal of these tumors as 
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regards the development of thrombophlebitis. I have had thrombo- 
phlebitis occur three or four times after removing large, hard, and 
rigid metriiic uteri. In some cases it was very severe, while in others 
it was comparatively mild. The women suffered much pain. Infec- 
tion occurs in these operations sometimes and we do not know ex- 
actly how. As Dr. Byford has said, infected ligatures or lack of 
asepsis may be the cause of the trouble. 

Ihis afternoon I operated on a. woman for multinodular myo- 
fibroma of the uterus, in which I tried Dr. Senn's cuff operation. 
The woman was so weak that I could not complete the operation. 
She was almost dead. The tumor was a little larger than the one 
which Dr. Senn has passed around. I quickly pulled the cuff up to 
the abdominal wall and drained in the manner described by Dr. Senn. 

I am very glad Dr. Senn has considered thrombophlebitis, because 
I have not been able to find the cause of it, but it is undoubtedly the 
result of infection. 

Dr. Senn (closing) : I think it is necessary for me to make a few 
remarks in order to answer the criticisms made by Prof. Byford. In 
the first place, I do not believe there is any more danger in ligating 
the veins in the pregnant than in the non-pregnant uterus. Last sum- 
mer, when I was in Christiania, Norway, I was present at a post- 
mortem exmination made upon a woman found dead, and her death 
was surrounded by a great deal of mystery. The examination was 
conducted by the most expert pathologist of that country — Prof. 
Heiberg. He found within the uterine cavity all of the evidences of 
a recent abortion, and in examining the sinuses of the uterus, about 
which so much has been said and written in reference to thrombosis 
after abortion, he made the positive and unqualified statement, not- 
withstanding the observations of the older obstetricians and the views 
that are still held by some that the sinuses become closed by a throm- 
bus after a normal accouchement, that he has never in his whole expe- 
rience, which is an extensive one, found an aseptic uterus in that 
condition. He says that immediately after the child is bom the 
uterine sinuses become sealed by minimal thrombus, but under aseptic 
conditions the remaining contents of the uterine sinuses remain fluid. 
So, consequently, in every case of thrombophlebitis or sinus phlebitis 
there is more or less infection. 

In reference to the other objection made as to the open treatment 
of the stump, I prefer to have sepsis, if it should occur, outside rather 
than inside. I care but little for a limited suppuration if it should 
happen to occur, but I should be in great fear in rase the stump in 
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the abdominal cavity became septic. With this explanation, I beli'ive 
I can leave the members of the Society to judge of the merits of the 
extraperitoneal operation. I have operated by this method in more 
than fifty cases without a death. 

Fibrosarcoma on the Abdominal Wall. 

Dr. E. C. Dudley : I have a specimen which I desire to present. 
Before operation it was diagnosed by myself and another physician as 
a solid ovarian tumor. On opening the abdomen it was found to be a 
subperitoneal growth of the abdominal wall in the right inguinal re- 
gion, extending from the median line to the ilium. The growth was 
enucleated without much difficulty. The sac, from which the tumor 
was taken, was stitched into the wound and packed with gauze. The 
patient made a perfectly smooth recovery. 

The tumor was examined by Dr. Edwards, pathologist to St. Luke's 
Hospital, and proved to be a fibrosarcoma. The specimen is inter- 
esting in that it is uncommon for a fibrosarcoma to develop in the 
abdominal wall. 

The following papers were then read on the subject of Drainage : 

The Indications and Modes of Drainage after Abdominal and Vaginal 

Section, 

By Nicholas Senn, M. D. 

(See page 67.) 

Drainage in Peritoneal Surgery, 

By Henry T. Byford, M. D. 

(See page 72.) 

Drainage in Abdominal Section for Pelvic Disease, 

By T. J. Watkins, M. D. 

(See page 76.) 

The Advantages and 2'echnique of Capillary Abdominal Drainage. 

By Weller Van Hook, M. D. 
(See page 82.) 

Discussion. 

Dr. A. H. Ferguson : I shall not include in my remarks drainage 
of the gall bladder, the kidney, or the retroperitoneal conditions 
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which sometimes demand drainage. As regards drainage in the 
neighborhood of the gall bladder, we take advantage of the anatom- 
ical pouch which is situated above the transverse colon and to the 
right of the stomach. In removing any obstruction from the common 
duct or opening a contracted gall bladder, we take advantage of this 
pouch, which holds about a pint. If it is thoroughly drained to the 
seat of operation the patient is comparatively safe and the drainage is 
efficient. For draining in this locality I prefer to use not merely a 
gauze drain alone, but gauze and tube combined, the gauze shutting 
off entrance to the general abdominal cavity, and the drainage-tube 
going to the seat of operation — as, for instance, to an incision in the 
common duct. 

The use of drainage in appendicitis depends upon the condition 
of the vermiform appendix at the time of operation. When we operate 
for recurrent appendicitis and find a number of adhesions, and have 
a great deal of trouble in separating them, I think there is need for 
drainage. The indication is the oozing, which we can drain by cap- 
illary drainage, and the material which 1 prefer is the same as I use 
in amputations — namely, silkworm-gut strands. A few of these strands 
inserted into the wound, coining out at one or two places, will effi- 
ciently drain the seat of the operation after removing the appendix, 
providing there has been no sepsis at the time of operation. In drain- 
ing for pus, however, the conditions are quite different. Then we 
seek the most dependent point, which rule holds good in abdominal 
surgery as well as in any other part of the body. If I find that an ab- 
scess extends upward into the loin, beyond the crest of the ilium, then 
I hug the anterior superior spine and establish drainage from that 
part, or possibly through the loin. If we find pus at the seat of the 
operation, the abdominal cavity is walled off with gauze, the matter 
sponged out, as pointed out by Dr. Van Hook, which leaves a stump 
that is septic, and which calls for a large drainage-tube packed around 
with gauze, in order to wall off the contents of the abdomen. I think 
it is dangerous practice to use the first packing that you put in for 
the permanent packing, because it frequently becomes soiled, and 
then acts as an absorbing material to carry infection into the general 
peritoneal cavity 

It has been pretty well demonstrated that iodoform is the best 
producer of granulation tissue that we have, and that granulation 
tissue is the best fighter Nature has against sepsis ; therefore we can 
not do without iodoform gauze. To use it injudiciously, however, 
would endanger the patient. I had a case of appendicitis not long 
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since which illustrated the danger of using too much iodoform gauze. 
The patient had symptoms of iodoform poisoning, and upon the re- 
moval of the iodoform gauze the symptoms of poisoning disappeared. 
Gauze drainage alone is not sufficient when pus is present, as it 
frequently only acts as a barrier and leaves pockets of pus behind 
that are not drained. The most dependent part where the pus has 
been should not be packed with gauze, but the drainage-tube should 
be inserted to that point and the gauze placed immediately around 
it. I believe in the principle of draining from the most dependent 
point, whether the drainage be employed a short or long period of 
time. I therefore believe the vaginal route of drainage is the best. 
Danger of injury to the bladder, etc., has been pointed out, but the 
danger that we are more liable to encounter is sepsis from an un- 
cleansed vagina and from a septic uterus. These are the dangers that 
are invariably pointed out by authorities, and they can be very effi- 
ciently eliminated if the surgeon remembers that he should clean that 
vagina when the patient is asleep ; that he should, if necessary, dilate 
and curette the uterus so as to get the field of operation as aseptic as 
possible. If he gets the uterus and vagina at the time of the opera- 
tion as aseptic as he does his hands or the abdomen, vaginal drainage 
is safer, more efficient, and more surgical than abdominal drainage. 
If I open the abdomen and find that I have to denude large portions 
of peritonaeum I need not necessarily drain. If, however, I find that 
a large portion of the peritonaeum in the most dependent part of 
.Douglas* pouch has been stripped off, I believe the indication for 
drainage is clear. This condition often occurs after the removal of 
ovaries and pus-tubes from Douglas' pouch. If I find in enucleating 
pus-tubes and diseased ovaries from Douejlas' pouch that I have 
made a clean operation and that I have left an extensive raw surface, 
there is no necessity for the use of a drainage-tube. If, however, not 
sufficient peritonaeum is present for absorption, I think drainage per 
vaginam is indicated. The drain is only needed for a short time, and 
one or two dozen strands of silkworm gut passed through Douglas' 
pouch from the vagina are quite enough if the vagina is filled with 
iodoform gauze to receive the discharge. If, during an operation, I 
rupture a pyosalpinx, and if on microscopical examination no strep- 
tococci are found, there is not the demand for drainage that there is 
when they are present. I believe it is a good and safe rule to drain 
all pus cases, and that the vaginal route is the shortest, safest, and 
best one. A short, stout, slightly curved glass abdominal drainage- 
tube, inserted per vaginam into Douglas' pouch with iodoform gauze 
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packed around it, acts beautifully. I should like to see the time come, 
as has been hoped by Dr. Watkins, when abdominal drainage will be 
done away with. We have seen considerable trouble, both immediate 
and remote, result from the abdominal drainage-tube when used 
through the abdomen. Not infrequently perforation of the bladder 
and ulceration into the bowel by the pressure of the drainage-tube 
occur. Sinuses persist, and again our patients return with hernia. 
If abdominal drainage of the pelvis can be dispensed with and the 
vaginal drainage substituted, one great step in advance in abdominal 
surgery will be achieved. 

Dr. F. Henrotin : The time has been so much occupied and the 
ground so thoroughly gone over, that I have very little to say except 
to agree with most of the gentlemen who have spoken. However, I 
can not permit the opportunity to go by without addressing a few 
words to Dr. Senn. He looked in my direction when he was talking 
about pelvic abscess and drainage. There are two or three excep- 
tions that I must take with the doctor, and which he surmised, evi- 
dently, because he mentioned that somebody would probably disagree 
with him. One point particularly which the doctor brings in is not 
germane to the subject or to the discussion of the evening, yet I 
think it should not go unchallenged. 1 refer to the severe arraign- 
ment which he makes with regard to removing the healthy uterus. I 
do not think it is customary for gynaecologists to remove healthy uteri 
without sufficient cause. But the piesence of numerous causes that 
give rise to trouble afterward has undoubtedly done much to favor 
the practice, and I think it will be more frequently done in the future 
than it has in the past. Any man who has practiced gynaecology to 
the extent of making it a specialty, who sees cases in consultation, 
who follows them, who is not overburdened with practice, and does 
not do his work exclusively in the amphitheatres of large colleges and 
hospitals, recognizes that a large proportion of cases in which only 
the tubes and ovaries are removed remain uncured and return event- 
ually for subsequent operation. In some cases where the uterus is 
not removed in conjunction with the ovaries and tubes the patients 
become neurotics and neurasthenics to a more extreme degree than 
before, and the reason why the uterus is later removed is because the 
patient was not cured by the removal of the ovaries and tubes at the 
first operation. Therefore the subsequent suffering of the patient 
has led to the removal of what looks like a healthy uterus, and no 
one can tell that the uterus is healthy at the time of the operation. 
What is the uterus for, anyway, after the ovaries and tubes are gone ? 
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Of course, as has been frequently remarked, removing the ovaries 
before removing the uterus is a great and important question. Con- 
servative surgery should lie in that direction, and I agree with the 
gentlemen who say that too many women suffer from removal of the 
tubes and ovaries, and a great deal of work will have to be done in 
the future in laying down new rules both for the benefit of patients as 
well as of ourselves. We hear every day of patients suffering from 
uteri that should have been removed at the time the ovaries and 
tubes were taken out. The arguments urged against the non-removal 
of the uterus are largely sentimental. The uterus is a cloaca for the 
reception of discharges, for giving rise to haemorrhages, and after 
surgeons have removed the tubes, in many instances the patients have 
haemorrhages or menstrual discharges afterward, complicated with a 
neurasthenic condition. In many cases when the uterus is left it is 
an element of harm, and there are various reasons why it should be 
removed, for frequently the cure is more perfect. Each case is to be 
judged upon its own basis. 

Then Dr. Senn speaks of one-sided disease, or abscesses in the 
vicinity of the uterus. I do not think any gynaecologist would re- 
move the uterus for one-sided disease. To resort to such a procedure 
is not only absurd but absolutely criminal. 

Coming now to the question of drainage, I agree with Dr. Fer- 
guson. Within the last year I have had occasion in numerous cases 
to drain the cul-de-sac of Douglas after laparotomy, and my results 
have been extremely satisfactory. In operating for suppurating pel- 
vic disease I simply use ordinary common sense, and if I have an ab- 
scess near the anterior surface I drain through an abdominal incision. 
If, however, it is lower down, T drain through a vaginal incision open- 
ing into Douglas' sac, and removing that portion of the appendages 
which I believe so diseased as to require removal. When both sides 
call for exsection I remove the uterus in almost all cases. Digital 
exploration of the pelvis through such an incision will seldom fail to 
determine the exact and proper interference. I consider it bad sur- 
gery, with all due respect to Dr. Senn, to introduce an exploring needle 
into abscesses toward the posterior or deeper segments of the pelvis. 
I believe the proper method of procedure is to make an incision 
either with a Paquelin or with the finger, in order to get in and feel 
and see what is the trouble. The opening should be made suffi- 
ciently large. It does not make any diffeience whether the doctor 
has had one or two, or possibly five cases which did well after mak- 
ing a small opening with the needle, or a small puncture with the 
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knife ; he still does not know what is behind this abscess. There 
may be no other abscesses there. I have known of two cases within 
the last two years and a half that were drained through the vagina 
after this msnner, and the patients died. In one patient the post- 
mortem examination disclosed another abscess behind which had not 
been found and had burst into the abdominal cavity. The patient 
was a very influential and estimable lady. I do not bJieve in cut- 
ting for abscess and draining through the vagina by simply going in 
with a Paquelin, a knife, a needle, or anything else, and finding pus 
and being satisfied with this unless the indications are plain that it is 
the only abscess. We do get abscesses in the cellular tissue, the 
broad ligament, that are large in size, and which by bimanual palpa- 
tion we can recognize, through which, if we make a large openings 
we can introduce a finger and determine the size of the cavity and 
recognize at once that it constitutes the entire disease. Large phleg- 
mons of the broad ligament are of this class. In such cases it is 
proper to use a drainage-tube. You know the limitations of the dis- 
ease and have but one large cavity. But in an impacted uterus with 
infiltrated cellular tissue around it, with adhesion and complete firm- 
ness, when you make a cut or puncture and get pus, you do not know 
whether you have all the pus or not, and frequently you do not. 
The cavity should be efficiently drained in such cases, but bimanual 
palpation will frequently make you recognize masses beyond. 

Only a few weeks ago I went to a distant city to see the wife of a 
physician. She was treated by three different physicians. One made 
a very small incision on one side of the uterus, explored the cavity a 
little, then introduced a piece of gauze for drainage, and the woman 
seemed comfortable for that day. The second gentleman made a lit- 
tle larger opening in the same direction and evacuated a little more 
pus. A few days thereafter another incision was made on the other 
side of the uterus, and pus was found there, the cavity being ] jacked 
with gauze. By this time the woman was vomiting constantly. The 
operations of these physicians occupied three or four weeks, and the 
patient was anaesthetized three times. I made an opening behind the 
uterus sufficiently large to admit two fingers, reached two larger cavi- 
ties situated on top of the uterus, swept my fingers from side to side, 
and packed the cavity with sufficient gauze to establish thorough 
drainage. Low as the patient was, she recovered. This case illus- 
trates the dissatisfaction of making small punctures for uterine ab- 
scesses. The first pus you reach is not satisfactory. Make sure there 
is nothing beyond. 
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I want to say that in vaginal hysterectonay I have been using 
gauze which is boiled in glycerin, as shown to me by Jacobs when he 
was over here, bringing it up to a certain point, and it makes a satis- 
factory drain in cases of vaginal hysterectomy. In these cases a most 
unpleasant feature is the foul odor of the discharge from sloughing 
stumps. In my last two or three cases I have taken pains, when I 
had the clamps in position and could reach the parts, to get the tissue 
within the clamp, and with the Paquelin cautery sear the whole sur 
face. Instead of cutting with scissors, I do so with the Paquelin. In 
using a douche afterward, I have used several times a weak solution 
of formalin, which takes away a great deal of the odor. 

Dr. Senn says he has known of three cases of vaginal hysterec- 
tomy that died from haemorrhage following the use of clamps. It has 
been a matter of fear to me, hut I have had no trouble so far. I can 
understand that the perfection of instruments is a matter of the great- 
est importance in our operative work ; that it takes time to develop 
these things, and our vaginal work is really in its infancy. I believe 
most emphatically that the very best results can and will be gained 
by operating through a sufficiently large vaginal opening, and likewise 
establishing drainage via this route. 

Dr. Byron Robinson : One surgeon reports a thousand cases in 
which he has employed drainage ; another does not use drainage, and 
each one claims equally good results. Drainage, as everybody knows, 
is the safety-valve of abdominal surgical operations. My observation 
during the last ten years has been that the man who neglects drainage 
in some cases does not sleep so well. If the surgeon carefully watches 
his vaginal or abdominal hysterectomies which he drains, he will find 
that the skin is more moist, the kidneys secrete more freely, and the 
convalescence is smoother than in cases treated without drainage. 
The gas in the intestines is not so great and the depression of the 
nervous system is not so marked when drainage is instituted as when 
it is not used. I have done secondary cceliotomies a number of 
times, and I have observed that worse adhesions occurred without 
drainage than with it. 

Tait's saying — **When in doubt, drain" — is a good suggestion. 

I wish to say in regard to the removal of the uterus along with the 
ovaries and tubes, that I am not in accord with Dr. Senn, for the rea- 
son that I have repeatedly had women who had had their uterine ap- 
pendages removed come to me to have their uterus taken away. On 
examining them I have detected a hard, rigid, metritic uterus. You 
all know what that condition means. I have done probably sixty-five 
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hysterectomies in cases where the appendages had been removed. 
The uterus should have been removed in these cases when their dis- 
eased ovaries and tubes were excised. There are two kinds of 
metritic uteri : one results in hypertrophy, the other in atrophy. I do 
not believe gynaecologists will remove small sclerotic uteri unless it is 
absolutely necessary. My experience in the last two years and a half 
has taught me that the uterus should come out in many cases where it 
is now permitted to remain. In previous years I have fought against 
the removal of these hard, rigid, metritic uteri, but knowing now how 
much women suffer and how their nervous systems are affected by 
this organ being left, I look upon its removal as a justifiable pro- 
cedure. 

I think Mr. Tait was the first to use circular drainage. He passes 
a rubber tube through the vagina and up through the abdomen. I 
have used it with good results. 

I can not agree with Dr. Senn in reference to the drainage of a 
pyosalpinx, because I have had bad results from an incomplete opera- 
tion in these cases. When I operate for pyosalpinx it is my aim to 
completely remove it. 

Dr. Franklin H. Martin : I feel to-night very much as though 
we have had a " field day " from the general surgeons, and the result 
is that the question is not, as Dr. Robinson states, between drainage 
or no drainage, but between capillary and tubular drainage. The 
papers ot Drs. Byford and Senn incline strongly in opposite directions; 
but Dr. Byford seemed to speak apologetically when he referred to 
using a small tubular drain. I wish to support to a certain extent 
the tubular-drain side of the discussion. I think the question of 
drainage is more one of individual experience than methods. I think 
that one surgeon can drain by means of a tubular drain with success 
if that is his customary way, while another surgeon of equal talent^ 
especially if he is a general surgeon, can use the so-called capillary 
drain, and succeed equally as well and naturally better than by the 
other method with which he has had no experience. I believe that 
the tube is the proper drain in abdominal surgery, especially where 
we are dealing with the general peritoneal cavity, and not cavities 
that are walled off, or abscesses which we are unable to enucleate. 
But taking it all in all, abdominal drainage can be efficiently done by 
means of a tubal drain. I drain for haemorrhage as well as for septic 
conditions. When haemorrhage is so severe that a tubular drain will 
not check it, it is too severe for any drainage ; the surgery is incom- 
plete. When you resort to tubular drainage you can see what is being 

8 
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removed. We have seen by the excellent papers presented on the 
other side that the capillary action by gauze is frequently imperfect; 
the drainage by gauze must be perfect in order to do efficient capil- 
lary work ; therefore we do not always know when we use a capillary 
drain that we are getting efficient drainage. On the other hand, 
when we use a tubal drain and put in a sucker every two hours, we 
know what we are getting out. I am, on that account, a firm be- 
liever in tubal drainage in the general abdominal cavity, and I believe 
that it acts perfectly. I believe the tubal drain is just as efficient in 
haemorrhage, and even more so than the packing with gauze. If the 
peritoneal cavity is kept dry by means of a tubal drain, the capillaries 
will soon stop bleeding. If the haemorrhage is allowed to accumulate, 
the oozing will not cease, as the vessels are being constantly bathed. 
I do not like the condemnation of the tubal drain on the basis that it 
produces hernia and fistula, and that it prevents the proper healing of 
the wound. I never use a drainage-tube larger than an ordinary lead, 
pencil, and do not leave it longer than seventy-two hours, and always 
expect the wound to close perfectly at the end of that time. I have 
only had one or two cases of hernia following my operations, and in 
neither of them was it the cause of drainage, as drainage was not 
used. I believe that hernia is more liable to occur when gauze is 
used than when a tube is used. 

As far as vaginal drainage is concerned, I agree with the gentle- 
men who have spoken, and in my vaginal hysterectomies I always use 
a capillary drain through the vagina. There is no question about the 
necessity of drainage in a great many cases, and the injunction of 
Tait to drain when in doubt is one of the best things he has ever 
said, and I always drain when I am in doubt. Wherever there is the 
slightest chance for two drachms of blood to accumulate within the 
abdomen in six or more hours, I drain. I drained before a class this 
afternoon in a case where the abdomen was exposed for three quar- 
ters of an hour, but where there was not one drop of blood to be seen. 
I apologized to the class for draining in this case. I was not abso- 
lutely certain that there would not be a .little oozing. The woman 
was weak, and, as in such cases, the resistance to infection is very low, 
this fact made me feel that I owed it to that woman to drain. 

Dr. Frank A. Stahl : It seems to me that the principle of al 
drainage should be (i) to thoroughly open the cavity to be drained, 
so that the foreign material will all escape ; (2) to encourage natural 
contraction of the parts where the foreign materia] is. By doing the 
former you encourage the latter. An ideal material for drainage is 
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one that will remove the greatest quantity of pus or other material in 
the least amount of time. It is customary to use gauze for capillary 
drainage, as was brought out by Dr. Van Hook, who went into the 
physics of the subject. Gauze acts not only as a siphon, but as you 
increase the arm of gauze which hangs out of the tube you increase 
the traction upon the fluid. Iodoform absorbent cotton makes a very 
successful drain. I find that I can get efficient drainage by the use 
of strips of absorbent cotton ; it causes less irritation than gauze, and 
•does not act as a plug as does gauze. Experiments show that ab- 
sorbent cotton is superior to either gauze or wicking as a siphon. 
After using absorbent cotton strips as a drain I have never found any 
accumulations after their removal. 

The President announced that the discussion would be continued 
at the next meeting. 

Official Transactions. T. J. Watkins, M. D., 

Editor of the Society. 
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ALEXANDER'S OPERATION WITHOUT BURIED 

SUTURES* 

By Franklin H. Martin, M. D., 

Professor of Gynaecology in the Post-graduate Medical SchooPof Chicago. 

Buried sutures of any kind occasionally prove unsatisfactory after 
fixation of the round ligament in Alexander's operation. Catgut is 
not durable enough. Silkworm gut is durable, but often causes pain, 
and I have had these sutures become infected after remaining in the 
tissues for a year, subsequent to perfect union of the external wound, 
when their removal became necessary because of the formation of a 
fistula. For the same reason silk is objectionable. 

To avoid the use of buried sutures of any kind, and at the same 
time to get perfect and more reliable shortening of the ligaments than 
is possible with any form of suture, I adopted the following method 
in a case operated on at the Woman's Hospital, February 13, 1896 : 

I made the ordinary inch-and-a-half incision on either side, begin- 
ning half an inch inside of the spine of the pubes, and extended it in 
the direction of the anterior superior spine of the ilium. The lower 
ends of the incisions wfere about an inch and a quarter apart. I ex- 
posed the round ligaments, freed them and drew them out, each hav- 
ing a superabundance of about two inches and a half. I then passed 
a closed, pointed artery forceps from the bottom of the lower end of 
the wound on the right side beneath the suprapubic tissues to the 
corresponding point in the lower end of the wound on the left side, 
grasped the round ligament of the left side in the forceps, and then, 
by withdrawing the instrument, brought the left ligament beneath the 
skin, fat, and superficial fascia, between the lower ends of the wounds 
to the lower end of the right wound (Fig. i). I next freed the pubic 
attachments of both round ligaments, drew the uterus well forward 
by drawing taut the two ligaments, and then securely fastened the 

 Read. For Discussion, see page 135. 
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ligaments by tying them together with a double knot, as advised by 
Duret, of Lille (Fig. a). 

This procedure shortened the ligaments thoroughly and at the 
same time fixed them. I then closed the wound with fine silkworm- 
gut sutures, allowing every other one to include a small amount of the 
ligaments and the edges of the external inguinal ring. The stitches 
were removed on the seventh day. 

The advantages of this procedure are : That the success of the 
operation is not dependent upon, first, a non- absorbable suture, and, 



second, the uncertain durability of an adhesive attachment after ab- 
sorption of the sutures. 

The unique feature of this method of operating is the suspension 
of the uterus by tying the two ligaments together over the symphysis. 
The original feature of the procedure is that this is accomplished 
without extending the surface wound over the symphysis. This op- 
eration requires less time than is required when buried sutures are em- 
ployed. 

34 East Washington Stkbet. 
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THE MORTALITY FROM PUERPERAL INFECTION IN 

CHICAGO.* 

By C. S. Bacon, M. D., Chicago, 

Professor of Obstetrics, Chkag^o Polyclinic. 

The accompanying table (Table A) comprises all the data that I 
hkve been able to obtain concerning the mortality from all pueqjeral 
diseases in Chicago for the last forty years. I will postpone to 
some future occasion the discussion of the non-infectious puerperal 
diseases, and will confine myself to puerperal infections. I will first 
describe the sources from which the data for the table have been ob- 
tained, and will then mention some of the interesting deductions 
which can be drawn from it, and make a few comparisons with statis- 
•tical reports from other cities and countries. 

The mortality statistics are taken from the annual reports of the 
City Board of Health. I have divided the forty years into decennial 
periods. The figures for the first decennium are the least reliable. 
As will be seen, nearly all deaths from puerperal affections are classed 
under puerperal fever or childbirth. As will be shown, many deaths 
ascribed to childbirth are due to puerperal infection, and a method of 
correcting the error in the latter cases will be given. An estimate 
of some value as to the ratio of puerperal infections to puerperal 
diseases can probably be made, but the ratio of deaths in childbed 
to all deaths is perhaps as accurate in this period as in the succeed- 
ing decades. 

The mortahty records of Chicago begin with the year 185 1. The 

* Read. For Discussion^ see page 146. 
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records for 1851, 1852, and 1853 are especially meager, and there is 
no advantage in considering any statistics prior to 1856. 

In the report of the Health Department for 1894, on page 263, 
there is a table giving the mortality from puerperal fever since 1851. 
The discrepancies between the figures there given and those in my 
tables, I will not attempt to reconcile, but the results I give have 
been obtained by careful search through all the records, and I believe 
them to be as reliable as can be secured. 

Every -one knows that all cases of death from puerperal infections 
are not returned in the death certificates as such. At the present 
time especially, the exogenetic character of puerperal fever is more 
or less generally recognized by the laity, and the admission by a phy- 
sician of such a condition in a patient whom he had delivered would 
often subject him to grave reproach. Hence the frequency of typhoid 
fever, malarial fever, and similar diseases during the puerperium. 
Deaths from such causes can not here be considered. These errors 
are not confined to Chicago, but are particularly frequent in the coun- 
try, if one may judge from current statements. I have often been told 
by country practitioners that they never see puerperal fever, but that 
they find malarial fever quite common in the puerperium. 

Two or three years ago Reynolds began to study the statistics of 
puerperal fever in Boston, and was surprised to find that he himself 
had been called to see more cases of puerperal fever than had been 
reported that year. The unreliability of the statistics of puerperal 
infection is generally admitted, and statisticians have been obliged to 
correct the figures in the reports. Boxall, who has made very elabo- 
rate studies of the reports of the Registrar General in England and 
Wales, has added one twelfth to the recorded mortality from puerperal 
infection. Ingerslev, in a careful study of the mortality in Copen- 
hagen and other Danish cities, after a consideration of all doubtful 
cases, adds about twenty per cent, to obtain the correct mortality 
from puerperal infection. In my statistics I have added on an aver- 
age 16.5 per cent, for the whole period. This result has been reached 
in the following way ; I have not taken into account the deaths oc- 
curring in the puerperium which are reported as due to non-puerperal 
diseases such as typhoid or malarial fever, rheumatism, or pneumonia 
I have also not included reported deaths from septicaemia or peritonitis* 
During the last twenty years an average of about fifty deaths from 
septicaemia and about one hundred and thirty from peritonitis have 
been annually reported. A majority of these deaths occurred in fe- 
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males. Septicaemia must occur more frequently in men, since it so 
often results from injuries. Dr. Doherty, some months ago, selected 
from the recent records a considerable number of deaths reported as 
due to peritonitis, and wrote to the physicians making the reports in 
the endeavor to discover whether the peritonitis was of puerperal 
origin. He obtained but few replies ; sufficient, however, as he in- 
forms me, to confirm the statement that certain deaths reported as 
peritonitis were cases of puerperal infection. Dr. Doherty 's investiga- 
tions, which are soon to be published, may increase the ratio which I 
have used in correcting the estimate of mortality from puerperal in- 
fection. Meantime I have no hesitation in saying that from ten to 
fifty or more deaths occur each year from childbed infection which 
are reported as due to non-puerperal septicaemia or peritonitis or non- 
puerperal fevers, etc. These errors tend to make my estimates con- 
servative. 

The cases that I have considered in correcting the table of deaths 
for puerperal infection are found in the two classes: i. Deaths re- 
ported as due to metritis, metroperitonitis, metrophlebitis, pelvic peri- 
tonitis, pelvic cellulitis, and pelvic abscess. 2. Deaths reported as due 
to childbirth, abortion, and miscarriage. I believe that clinical ob- 
servation proves that the cases of the first class are due to puerperal 
infection, gonorrhceal infection, or meddlesome gynaecology. One 
can not accurately determine from the records which of these infec- 
tions produced the condition reported as the cause of death. Possibly 
something may be inferred from the duration of the disease. Nearly 
all of these deaths were of women of the childbearing age. The dura- 
tion of the sickness, especially in the cases reported as metritis, metro- 
peritonitis, and pelvic peritonitis, was generally from three to ten days, 
and corresponded in this respect with the cases of puerperal peri- 
tonitis. I add one half of these cases to the cases of puerperal infec- 
tion, and in doing so feel certain that the number is rather underesti- 
mated. 

The designation ** Childbirth " as a cause of death is about as 
definite as " Visitation of God," which formerly often appeared on 
death certificates. I suppose the deaths ascribed to childbirth are 
due to haemorrhage, embolism, etc. ; to general pathological condi- 
tions, such as heart disease, nephritis, etc. ; and to puerperal infection. 
The number of deaths due to puerperal infection which are reported as 
due to childbirth I have approximately estimated by considering the 
duration of the disease. If the deaths were due to haemorrhage, embo- 
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lism, or other accidents of labor, such as rupture of the uterus, death 
would probably occur within two days in the great majority of cases. 
Deaths occurring later might be properly ascribed to infection. It 
may be said that three days is too short a period for puerperal fever 
to terminate fatally in any considerable number of cases. That the 
severest forms of puerperal septicaemia, however, may end fatally 
within this period is well known. I have attempted to get some 
data from the Chicago records to show the proportion of deaths that 
occur from puerperal infection in so short a time. In one hundred 
deaths, reported due to puerperal infection, I And the following du- 
ration of illness : 

Two days, four cases ; three days, thirteen cases ; four days, fifteen 
cases ; five days, eight cases ; six days, six cases ; seven days, fourteen 
cases ; eight days, eight cases ; nine days, three cases ; ten days, six 
cases ; eleven days, one case ; twelve days, three cases ; fourteen 
days, seven cases ; fifteen days, one case ; twenty-one days, four 
cases; twenty- four days, one case; thirty- five days, one case; forty- 
two days, one case ; not given, four cases. 

In seventeen per cent, of the cases reported as puerperal fever 
death occurred within three days, and in forty per cent, within five 
days. 

In order to estimate the duration of the disease in the cases re- 
ported as dying in "childbirth," I took at random a number of cases 
from the records of different years. These data are not given in the 
annual reports, and to look up all the cases from the record books 
would be an almost endless task. In about forty per cent, of these 
cases no duration of the disease is given. The records made before 
a physician's certificate of death was required show that sometimes 
there was no medical attendant. In about forty per cent, of these 
cases death occurred within two days. In twenty per cent, of these 
cases the duration of the sickness was more than two days. One of 
these cases was reported to have died after a sickness of three weeks. 
If the duration of the disease was over two days in only one half of 
the cases where the duration of disease was not given, we have forty 
per cent, of all cases reported as childbirth where the sickness lasted 
longer than two days. After allowing that death in some of these 
cases was due to other causes, I estimate that one third of all the 
deaths ascribed to " childbirth ** were due to puerperal infection. 

Quite similar results were obtained from a study of death due to 
"** abortions " and "miscarriages." 
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I have therefore made a corrected list of deaths due to puerperal 
infection by adding to the number so reported one half of the deaths 
attributed to metritis, metroperitonitis, metrophlebitis, pelvic perito- 
nitis, pelvic cellulitis, and pelvic abscess, and one third of the deaths 
attributed to childbirth, abortion, and miscarriage. These correc- 
tions for the last decennium amount to 14.4 per cent., for the period 
from 1876 to 1885 to 16.3 per cent., and for the entire period of forty 
years to about 16.5 per cent. The correction is nearly twice that of 
Boxall and about four fifths that of Ingerslev. 

In order to obtain the total of deaths due to puerperal causes, I 
add to the number of deaths reported as due to puerperal infection 
16.5 per cent, of this number, and also one half of the number of 
deaths due to *' uterine haemorrhage," which I consider was puer- 
peral, as I shall explain when I discuss the non-infectious puerperal 
diseases. 

These results show an average annual mortality of 165, or, as cor- 
rected, 189, from puerperal infection during the last decennium, and 
that 64.5 per cent., or, as corrected, 70.6 per cent, of all the deaths 
from puerperal causes were due to infection. This ratio is shown 
graphically in Diagram VII for each decennium. It is interesting to 
note that the corrected ratio does not differ greatly from that given 
by Ingerslev for the Danish cities for the years 1882 to 1889 — namely, 
74.2 per cent. Boxall finds the ratio of puerperal- fever mortality to 
puerperal mortality for England and Wales from 1847 to 1892 to be 
40 per cent. From 1847 to 1880 the uncorrected ratio was 32.6 per 
cent. After 1880 the corrected ratio was 52.9 per cent. In Chicago 
probably more than two thirds of the puerperal mortality is due to 
infection. 

In order to compare the number of deaths from puerperal infec- 
tion in the different years and periods with each other and with sta- 
tistics of other places, it is necessary to secure certain puerperal mor- 
tality rates. I have made four series of mortality rates by finding the 
ratio of puerperal deaths (i) to population; (2) to total number of 
deaths ; (3) to number of deaths of women of childbearing age ; and 
(4) to number of births or to number of confinements. 

I have accepted the population as estimated by the Department of 
Health, which is obtained from the United States and State censuses 
and the city and school censuses. The number of deaths is taken 
from the various annual reports of the Health Department. The 
Health Department has now made corrections in the number of 
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deaths for the years previous to 1865, but, as I use the figures given 
in the annual reports for the puerperal mortality, I will also use the 
number of deaths as there given. 

The childbearing age usually extends from fifteen to forty-five.. 
The birth reports of Cook County show that not one half of one per 
cent, of all births occur after the age of forty-five, and over eight per 
cent, occur before the age of twenty. About two and a half per cent, 
occur between the ages of forty and forty-five. As the Health De- 
partment records are kept, it is impossible to find the number of 
deaths between fifteen and forty-five years. The deaths are given for 
decennial periods — as from eleven to twenty years; twenty-one tO' 
thirty years, etc. Since the ages of mothers in about eighty-nine per 
cent, of all confinements are between twenty and forty years, it might 
have been of value to compare the puerperal mortality with the num- 
ber of female deaths between these ages. It is, however, true that, 
the percentage of puerperal mortality outside the period of twenty to 
forty years is greater than the percentage of confinements outside the 
same period. This is particularly true of puerperal infection. In 
one year I noticed that only sixty per cent, of deaths from puerperal 
infection were within the period of twenty to forty years. Now, as I 
could not get the female mortality for the years fifteen to forty-five, I 
concluded to use the mortality for the ages twenty to fifty. I believe 
that the puerperal mortality rate thus obtained will be but little dif- 
ferent from that which would be found if we had the other data, and 
what difference there is will be on the side of conservatism ; that is, 
we will get too small a puerperal mortality rate. 

The Health Department reports, however, do not furnish the 
number of female deaths between twenty and fifty — only the total 
deaths between these ages. Hence it was necessary to estimate the 
number of female deaths. This I did by adopting the same ratio for 
female deaths from twenty to fifty to all deaths from twenty to fifty 
that I found between all female deaths and all deaths. This is some- 
what too large a ratio, and gives me too many female deaths between 
twenty and fifty. As is well known, there are more males than fe- 
males born, and, consequently, more die. It is especially during this 
period from twenty to fifty years that this greater death-rate prevails. 
The diseases which kill more men than women are all zymotic dis- 
eases, except septic diseases, dietetic diseases, diseases of the nervous, 
circulatory, and respiratory systems, and violence. Men are much 
more subject to these affections during the period from twenty to. 
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fifty ; and hence the male death-rate would be much higher than the 
female, were it not for the especial danger to women caused by the 
reproductive system. The diseases which are more dangerous to 
women, apart from those of the reproductive system, are cancer, 
which is more common after forty years ; old age, which, of course, is 
a cause of death acting after fifty years; and the septic diseases, 
which, as just stated, are chiefly of puerperal origin. Thus a study 
of mortality tables makes it probable that the male death-rate from 
twenty to fifty, as compared with the female death-rate for the same 
period, is greater than the ratio between all male deaths and all fe- 
male deaths. This fact I have also confirmed from the vital sta- 
tistics of New York, Brooklyn, Boston, and Philadelphia for the six 
years ending May 31, 1890, as furnished by Dr. Billings in the United 
States census reports. The number of female deaths between twenty 
and fifty years are there given, and, comparing these with the figures 
obtained by making the estimates in the way just suggested, I have 
•obtained the following table : 



New York . . 
Brooklyn . . . 

Boston 

Philadelphia. 



Female deaths 

between 20 and 

50 years for 6 

▼ears ending 

May 31, 1890. 



29,297 
12,408 

8,379 
15,932 



Ratio of all 
female deaths 
to all deaths. 



Per cent. 
46.38 
47 . 896 
49.605 

47-395 



Estimated num- 
ber of female 
deaths between 
20 and 50 years. 



30,863 
12,658 

8.564 
16,023 



It will be seen that the estimated exceeds the actual number of 
deaths in Philadelphia by 91 in a total of about 16,000 ; in Boston, 
by 185 ; in Brooklyn, by 250 ; and in New York, by over 1,500. 

It is therefore evident that, when I compare the puerperal mortal- 
ity with the estimated number of female deaths between the ages of 
twenty and fifty, I am getting a somewhat too low mortality rate, or I 
am again erring on the side of conservatism. 

Not only in obstetric hospitals, but also in all foreign countries, 
puerperal mortality is very properly compared with the number of 
confinements. Such a mortality rate is very difficult to obtain in this 
country, because of our lack of an efficient system of birth registra- 
tion. I do not need to dwell on the reasons for this condition of 
affairs. In Chicago not over half the births are reported ; hence the 
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birth records are of no value in getting a mortality rate, and we must 
seek for data from some other source. 

A very interesting discussion of the subject of birth-rate in gen- 
eral, and of the birth-rate of the United States in particular, is given 
by Dr. Roger Tracy in the supplement to the Reference Handbook of 
the Medical Sciences. The birth-rate of the United States was found to 
be 31.6 per thousand of population by the census of 1880. Dr. Tracy 
explains why this figure is much too low. Dr. Billings has estimated 
the birth-rate for the United States at 36 per thousand. Dr. Tracy 
estimates the birth-rate in New York city at about 38 per thousands 
I have concluded to adopt for my purpose the birth-rate which Dr.. 
Reilly, the Assistant Commissioner of Health, has computed for Chi- 
cago — viz., 38.7 per thousand. It certainly is not too large. Dr. 
Reilly has very carefully computed this ratio after considering all ele- 
ments of the problem, among which are the character of the popula- 
tion, the marriage rate, etc. I believe that the use of this ratio for 
computing the number of births and confinements is the only way in 
which we can obtain this puerperal mortality rate, and that it will be 
sufficiently accurate to give valuable results for comparison with the 
puerperal mortality of other countries. 

With tnis explanation of the sources of my data I submit the ac- 
companying tables and diagrams, which explain themselves. They 
show the rate of mortality from puerperal infection for the four 
decennial periods, according to the uncorrected figures of the Health 
Department reports, the puerperal infection mortality rate according 
to the figures corrected as explained, and the mortality rate from all 
puerperal affections according to the figures respectively uncorrected 
and corrected. 

It will be seen that the shape of the curves in the diagrams do 
not differ very materially, whether the mortality rate is computed on 
the basis of population, of the total number of deaths, of the number 
of female deaths between twenty and fifty years, or of the number of 
confinements. Puerperal infection, as shown both by the uncorrected 
and corrected figures, was greatest in the decennial period i866-'75 ;. 
it decreased during the next decennium, but not quite as rapidly 
since. The lower mortality from puerperal infection during the first 
decennium — that is, between 1856 and 1865 — must be accepted with 
some suspicion on account of the somewhat uncertain character of 
the statistics. From the fact that the total puerperal mortality dur- 
ing the first period was highest, it is quite probable that puerperal in- 
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fection was worst at that time. Perhaps it would have been moK 
correct to have adopted another coefficient of correction for this 
period, but the absence of the records, which 
were destroyed in the great fire, makes it im- 
possible to get any data. It is at least certain 
there has been a decrease in the number of 
deaths from puerperal infection as well as from 
ail puerperal affections. 

It should be noted that in all the diagrams 
the points of intersection of the curves with the 
vertical lines do not represent the mortality of 
the middle of the period, hut the average mor- 
tality of the period. For example, in Diagram 
I the highest point on the second line does not 
mean that the mortality was 37.5 per one hun- 
dred thousand in the year 1870, but that this 
tality of the decennium. 

Table III and Diagram III are of especial interest. They cover 
the number of female deaths 
between the ages of twenty 



Puerperal morlality per 
100,000 pop. Puerp. 
in [eel ion uncorrecied 
and corrected ; all 

reeled and correcled. 
as the average mor- 



>only the last three decenniums, 

Diagram 111. 



and fifty years could not be 
determined for the years 1856 
to 1865. The table shows 
that from 1866 to 1875, ac- 
cording to the uncorrected 
figures, more than eleven per 
cent, of all women who die 
between twenty and fifty die 
of the preventable disease, 
puerperal infection, or, ac- 
cording to the corrected 
figures, twelve and three quar- 
ters per cent. In other words, 
one hundred and twenty-seven 
out of every thousand women 
who died, died of puerperal 
infection. The record is much 
better during the last ten 
years, but still seventy-three out of every thousand deaths are to be 
ascribed to this cause. The full significance of these figures appears 
when we reflect that these deaths are not from the ranks of infants or 




Puerperal mortality 
per 1000 female 
deaths, from 30-50. 



The Chicago GyruBCological Society, 



'^5 



those whose term of usefulness is past, and that the estimate is exceed- 
ingly conservative. I was incited to undertake this investigation by 
the statement of Ingerslev that, excepting consumption, there was Jio 
other cause of death that carried off so many women in the prime of 
sexual life as puerperal infection. Only after thirty-five years are 
cancer and heart disease more important. This statement is, I think, 
quite true for Chicago, with the possible exception of our deadly 
endemics of pneumonia. 

In the table of details (Table A) and in Dia- 
gram V the mortality rate for puerperal infection is 
given for each year since 1866. It will be noticed 
that the highest mortality was in the year 1873, 
when there were two hundred deaths from puer- 
peral infection to every thousand female deaths 
between the ages of twenty and fifty years. In 
the year 1892 the puerperal infection mortality 
was lowest, being sixty to every thousand female 
deaths between twenty and fifty. 

Table IV and Diagram IV may be used for a 
comparison of our puerperal mortality with that 
of other countries. I shall call your attention only 
to a comparison with England and Wales and 
with the Danish cities. The following table gives 
the puerperal mortality rate for one thousand 
births, according to Boxall, for all England and 
Wales, and for London and the provinces sepa- 
rately. The figures are also given for the period 
from 1847 to 1880 before corrections were made, 
and from 1880 to 1892 after corrections were made in the mortality 
from infection. The table also contains the corrected figures for the 
puerperal mortality in the Danish cities : 
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Puerperal mortality 
per 10,000 con- 
finements. 



I Deaths per 1,000 I Deaths per 1,000 
[ births from puer- | births from all puer^ 
peral infection. 1 peral affections. 



England and Wales, 1847-92 

" " 1847-80 

•* '* " i88i-'92 

London, i847-'92 

" i847-'tto 

" 1881-92 

Provinces, 1847-92 

1847-80 

I88i-'q2 

Danish cities, i882-'89 (Ingerslev), 



I 



1-95 
1.67 

2.49- 

2.13 

2.41 

2.15 

1.94 

1.58 

2.56 

2.94 



4.85 

5-13 
4.70 

4.55 
5-47 
3.74 
4.87 
5.00 
4.89 
3.96 
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Table B. 




(t 



<t 



<i 



Average annual population 

Average annual number of deaths 

Average annual number of female 

deaths between 20 and 50 years . . 

Average annual death-rate per 1,000 

population 

Table L — Puerperal mortality rate per 
1,000 population — 

From puerperal infection 

'* " ** (corrected) 

'* *' diseases 

" (corrected).. 
Table II. — Puerperal mortality rate 
per 100 deaths — 

Puerperal infection 

*' (corrected) 

diseases 

** (corrected) 

Table III. — Puerperal mortality rate 
per 100 deaths of females between 
20 and 50 years — 

Puerperal infection 

*' (corrected) 

diseases 

" (corrected) 

Table IV. — Puerperal mortality rate 
per 1,000 confinements — 

Puerperal infection 

•* ** (corrected) 

*' diseases 

" ** (corrected) 

Estimated number of confinements 
using Reilly's coefficient, 38.7. . . . 
Ratio of puerperal infections to puer- 
peral diseases 

Ratio of puerperal infections to puer- 
peral diseases (corrected) 



1,186,577.2 
21,297.7 

2.578.3 
17.95 



0.1391 
0.1592 
0.2157 
0.2254 



i876-'85. 



41 



ti 



0.78 
0.89 

1.22 
1.25 



6.40 
7.33 

9-93 
10.38 



3-59 
4. II 

5.58 

5.83 

459.205 

64.5 per ct, 

70.6 " 



524,478.2 
10,693.2 

1,118.0 

20.39 



0.1771 
0.2059 
0.2679 
0.2931 



0.87 

LOT 

1. 31 
1.44 



8.31 
9.66 

13-47 
13.75 



4.72 

5.48 

7-13 
7.80 

196,972 

66 . 1 p. c. 

70.3 •* 



i866-'75. 



314,165.1 
7,298 . 7 

722.3 

23.23 



0.2588 
0.2932 

0.3495 
0.3756 



I. II 
1.26 

1.50 
1.62 



11.26 
12.75 
15.20 
16.34 



6.69 

7.58 

9.03 
9.71 

121,582 

74.0 p. C 

78.1 '• 



i856-'65. 



121,995.0 

2588.2 



21.21 



O.154I 
0.2296 
0.3812 
0.3812 



0.73 
1.08 

1.79 

1.79 



3.98 

5.93 
9.85 

9.85 
47,212 

38.7 P-c 

60.2 " 



Table C. 



January. . . 
February . . 
March ... 
April . . . . . 

May 

June 

July 

August . . . , 
September 
October. . . 
November 
December . 



Percenta^ of 
annual births. 



8.712 
7-974 

8.547 

7.525 

7.563 

7.745 
8.593 

9.026 

8.749 
8.550 

8.391 

8.601 



No. of births 
during last 10 
years (esti- 
mated). 



40,005 
36,616 
39,248 

34.555 
34.729 
35.564 
39»459 
41.447 

40,175 
39,261 

38.532 

39.496 



No.^ of deaths 

during last xo 

years (puerperal 

infection). 



191 

197 

192 

156 

130 

96 

131 
102 

105 

92 

III 

141 



Mortality rate 

of puerperal 

infection per 

1,000 births. 



4.77 
5.38 
4.89 
4.51 

3-74 
2.70 

3.32 
2.46 
2.61 

2.34 

2.88 

3.57 
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It will be seen that during the last decennium the mortality from 
puerperal infection has been nearly twice as great in Chicago as in 
London from 1880 to 1892, about two thirds more than that of all 
England and Wales, and about one third more than that of the Dan- 
ish cities. The figures for previous years are much more unfavorable 
for Chicago. 

Dirpram V. 




M 
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Table showing the number of deaths dae to puerperal infection in 1000 deaths in 
women between the ages of 20-50 years, by years. Puerperal infection mor- 
tality per 1000 females. Deaths between 20-50 years (corrected.) 



I will compare the puerperal mortality of Chicago with that of 
only one American city, New York. Here it will be necessary to use 
the mortality rate based on the population. The latest figures for that 
city which are accessible to me are in the report of the New York 
city Board of Health for 1891, and consequently the last period shows 
an average for only six years. 

The mortality rates are as follows : 



Deaths from puer- 
peral infection per 
I, OCX) population. 



New York, i866-'75 

i876-'85 
i886-'9i, 



0.1883 
0.1631 
0.1401 



Deaths from all 
puerperal affections 
per 1,000 population. 



0.3436 
0.2841 
0.2522 



f3o 
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Diagram VIII shows the comparison between the two cities, using^ 
of course, the uncorrected figures for Chicago. It indicates that the 
mortality from puerperal infection for the period from t866 to 1875 
was about one third higher in Chicago than in New York. This 
period includes the years 1869, 1872, and 1873, when puerperal fever 
may be said to have been epidemic in Chicago. The deaths from in- 
fection have decreased much more rapidly in Chicago since this period, 
until now the infection mortality is very slightly greater in New York 
than here. The ratio of puerperal infection to puerperal disease is 
less in New York than in Chicago according to the reports, which ac- 
counts for the fact that the total puerperal mortality has been greater 
there during nearly the entire period of thirty and twenty-six years 
respectively. 

Table C gives the data for the computation and the monthly in- 
fection mortality rate for the last decennium. The monthly percent- 
age of all births is computed from the returns of the County Clerk's 
office. No report has been made for 1894 and 1895, hence the re- 
turns from 1884 to 1893, inclusive, were used. By the use of these 
ratios the number of births per month was estimated on the basis of 
the total population for the decennium. The number of deaths is 
taken from the annual reports. The figures of the fourth horizontal 
column are then computed in the ordinary way. Diagram VI is a 



Diagram VI. 
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Puerperal infection mortality rate per 1000 confinements by months for i886-'95. 

(Uncorrected.) 



representation of these infection mortality rates. It will be seen that 
the death-rate is much higher during the first three or four months of 
the year, being greatest in February, decreases steadily until in June 
it is only about one half of what it was in February, rises somewhat 
in July, falls (fluctuating slightly) in August and September, till the 
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lowest point is reached in October, when it rises again in November 
and December. In general it may be said that more deaths occur 
from puerperal infection during the winter and spring than during 
the summer and autumn months. This fact also agrees with the con- 
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Puerperal mortality per 100,000 popula- 
tion. Lower lines puerperal infec- 
tion. Uf per lines all puerperal dis- 
eases. Black, New York. Dotted, 
Chicago. 



elusions to be drawn from the statistics of New York, Brooklyn, Bos- 
ton, and Philadelphia. The following table, taken from the census 
reports of Dr. Billings, above referred to, gives the number of deaths 
from puerperal fever by months in these four cities for the six years 
ending May 31, 1890 : 



New York.. . 
Brooklyn... , 

Boston 

Philadelphia 

Totals . , 



Jan. 


Feb. 


Mar. 


Apr. 


May. 


June. 


July. 


Aug. 


Sept. 


Oct. Nov. 

1 


215 
78 
62 

35 


212 

87 
72 
42 


264 
92 

77 
56 


233 

77 
75 
53 


209 

75 
47 
40 


178 

78 

33 
26 


176 159 
72 54 
43 37 
28 35 


143 
52 

45 
30 


133 146 

58 64 

40, 47 
27' 25 


390 


413 


489 


438 


371 


315 


319 


285 


270 


258 282 



Deo. 

168 

78 
48 

39 

333 



The mortality rates based on the number of confinements would, 
no doubt, make the larger mortality of the winter and spring much 
more apparent, since the birth-rates in these cities probably agree 
more or less with those in Chicago, where the number of births in 
summer and autumn is quite as great as in winter and spring. How- 
ever, the figures as given prove the same statement that was made for 
Chicago — viz., that more deaths from puerperal infection occur in the 
winter and spring. Boxall has found the same thing to be true in 
England and Wales. The explanation is doubtless chiefly to be found 
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in the fact that the houses, beds, and persons of the poorer people are 
not as clean in the winter and spring as in summer and autumn. 

This paper is chiefly or wholly statistical in character, and is con* 
fined to a consideration of the mortality from puerperal infection. I 
will consider further only one or two points concerning the cause or 
source of infection that may be suggested by the statistics. 

First, it may be noted from the tables that there has been a great 
improvement in the last twenty years. The date of this improvement 
corresponds with the date of the spread and acceptance of the teach- 
ings of Lister, and it can rightly be attributed to the knowledge we 
have gained of the causes and sources of infection, and the applica- 
tion of this knowledge to practice. 

Secondly, the figures show that this improvement has now ceased, 
while there is still a very large mortality — a mortality that should be 
almost or entirely done away with. The mortality rate for the last 
two years is higher than for the preceding four years, and the deaths 
still number seventy to every thousand female deaths between twenty 
and fifty years. 

Who is responsible for this large continuing mortality ? Physicians 
or midwives ? It is impossible to answer this question from the rec- 
ords. It would be practically useless to attempt to compare the birth 
certificates with the death certificates. Not only is the birth registra- 
tion very incomplete, but many times the accoucheur omits to indicate 
whether he or she is a physician or midwife. Hence one can only sug- 
gest the probabilities in the case. Dr. Neely, Registrar of Vital Sta- 
tistics in the County Clerk's office, informs me that probably two thirds 
to three fourths of the returns made to him are made by midwives. 
It is well known that physicians are much more careless in the matter 
of returning birth certificates. Now, if we assume that one half of all 
births are returned, and that all those not returned are in the practice 
of physicians, from one third to three eighths of all obstetrical prac- 
tice is in the hands of midwives. No doubt the midwives sometimes 
fail to report births, and it would seem as near an approximation to 
the truth as we can reach to say that midwives attend two fifths of all 
confinement cases. It is pertinent to ask, How does the training of 
physicians compare with that of midwives? There can be no doubt 
as to the answer. In recent years the principles of asepsis and anti- 
sepsis are so well taught from our surgical, gynaecological, and obstet- 
rical chairs that the teaching can not fail to influence the younger 
generation of physicians. On the other hand, the training of mid- 
wives has been singularly neglected by physicians, the medical schools, 
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and the community. Practically no safeguards to the community 
exist in the way of examination of mid wives, control of their practice, 
etc. The course of instruction in the so-called schools for midwives 
is, so far as I am informed, very inefficient. They are largely di- 
ploma mills which graduate whatever material comes to them, without 
regard to mental or moral qualification. One result of this is the 
well-known fact that one quite important part of their practice is that 
of inducing abortion. Whether these facts have a bearing on the 
question as to the relative responsibility of physicians and midwives 
in the matter of puerperal infection I leave unanswered, merely sug- 
gesting that perhaps the wretched condition of our midwifery practice 
may be the reason why our puerperal statistics are so much worse 
than those of Europe. I will also add that there seems no hope for 
improvement in this condition of affairs until midwives are put under 
as strict control here as in Europe, and until the education of mid- 
wives is cared for by our responsible medical colleges. 

In conclusion, I will only add two other probable causes of our 
very large death-rate from puerperal infection — viz., the almost uni- 
versal practice of frequent internal examination of the parturient 
woman and the too frequent use of the forceps. These I believe to 
be the chief faults in obstetrical practice. When the in tonal exami- 
nation comes to be regarded in the nature of an operation for diag- 
nostic purposes only to be made in accordance with well-defined 
indications and after thorough subjective disinfection and disinfection 
of the patient, and when the use of the forceps is restricted to the 
classical indications, danger to mother or child, the puerperal mor- 
tality in the practice of physicians will be largely eliminated. 
426 Center Street. 
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TRANSACTIONS OF THE CHICAGO GYNECOLOGICAL 

SOCIETY. 

Stated Meeting, February 21, 1896. 
The President, E. C. Dudley, M. D., in the Chair. 

Fibroid Tumors of the Ovary. 

Dr. Henry P. Newman : I have here two fibroid ovarian tumors 
recently removed from two patients. These growths are not of very 
frequent occurrence, as only about five per cent, of ovarian tumors 
are solid. One of these fibroids is interesting, because it resembled 
in size and shape a floating kidney. It was carried high up in the 
right iliac region by the pregnant uterus, which fact, together with its 
size and shape, caused a diagnosis of floating kidney to be made. 
When the woman had advanced in pregnancy to about the eighth 
month an operation was talked of, but was not performed. Some 
months after the birth of the child I removed this growth, which in- 
volved the right ovary. The fibroid extended underneath the round 
ligament, which constricted it across its center and gave it this pecul- 
iar kidney-shape. 

I would call attention to the fact that a solid tumor of the ovary 
associated with advanced pregnancy may be mistaken for a floating 
kidney, as it was in this case by an eminent practitioner in this city. 
If an operation had been done as was proposed, prior to delivery, it 
is doubtful whether as good results would have been obtained. 

The second solid tumor which I exhibit is also a fibroid of the 
right ovary of about the same size as the first one. Before this tumor 
had been discovered the patient had been curetted two or three times 
for menorrhagia without relief. The influence of ovarian disease 
should be always borne in mind in obscure cases of uterine haem- 
orrhage. 

MultiloctUar Cyst. 

The next specimen I exhibit is a multilocular ovarian cyst. The 
principal point of interest is the rapidity of its growth. The patient 
was sent to me by a skillful physician who had examined the woman 



The Chicago Gyncuological Society, 135 

last October without detecting any tumor. No history of local 
trouble of any kind could be obtained, and it was only in the last few 
weeks that the patient began to suffer from pressure symptoms and 
exhaustion. The contents of the cyst were drawn before the tumor 
was removed, but its estimated weight was about forty pounds. The 
tumor extended up, so that it encroached on the stomach and dia- 
phragm. The patient is fifty-one years old, unmarried, and nullip- 
arous, and in consequence has suffered in a remarkable degree from 
distention of the tense abdominal walls and upward pressure upon 
the diaphragm and thoracic viscera. On this account she has been 
confined to her bed constantly of late. She has every prospect of a 
good recovery. 

Discussion. 

Dr. E. C. Dudley : I once made an autopsy in the case of a man 
whose kidneys were normal in every respect except that one was adher- 
ent to the brim of the pelvis. If this had occurred in a woman the 
differential diagnosis between this condition and some growth con- 
nected with the uterus or ovaries might have been difficult. 

A Case of Alexander's Operation without Buried Sutures, 

By Franklin H. Martin, M. D. 
(See page 114.) 

Discussion. 

Dr. Henry P. Newman : The method outlined by Dr. Martin is 
very similar to one already in use by several operators in this country, 
and identical, I believe, with one which has been employed for eight 
years or more by Batchelor, of Dunedin, New Zealand. 

Dr. Cleveland, of New York, makes an incision not more than an 
inch long on either side, and through this (after the ligament is found 
and drawn out) he passes a delicately curved ligature-carrier out upon 
the mons Veneris and grasps a loop of silkworm gut or other material 
which he carries back to the free end of the ligament. The ligament 
is placed in the loop of silk and drawn out upon the mons, where it is 
tie'd to the other ligament, which has been similarly treated, and the 
excess cut away. 

Dr. Batchelor's method * consists in passing a sharp-pointed forceps 
through the skin and subcutaneous tissues of the mons Veneris, seizing 

* New Zealand Medical Journal^ vol. vii» No. 4 
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the ligament of one side and drawing it back to the other, when the 
two are tied together. 

This plan, while open to some objections, seems to be an improve- 
ment on the older methods, but the operation of shortening the round 
ligaments has been improved in many ways since the old Alquie- Alex- 
ander- Adams procedure. 

I hail with pleasure any modifications or improvements in tech- 
nique which will help to popularize this satisfactory mode of treating 
a certain class of well-selected cases of uterine displacements. It has 
advantages over hysterorrhaphy, vaginal section, or any operative 
procedure which contemplates opening the peritoneal cavity. Indeed, 
I do not consider the latter warrantable in uncomplicated cases of 
uterine displacements. 

The operation can be done expeditiously and safely, and the re- 
sults will bear out what has been claimed for it by those who have 
operated any considerable number of times. 

Dr. Nicholas Senn : Are you not fearful that the knot you make 
of the round ligaments will in the course of time become absorbed ? 

Dr. Martin : With reference to tying the knot, the method is not 
original with me ; the security and reliability of the knot have been 
demonstrated by Duret. I do not believe a knot which is so thor- 
oughly buried in well-nourished tissue will become absorbed. I be- 
lieve the attachments will be firm, throughout the length of the liga- 
ment, and that the nourishment will be kept up. I take it for granted 
that the cases given by Duret were honestly reported. 

Resumption and conclusion of the 

Discussion on 

THE INDICATIONS AND MODES OF DRAINAGE AFTER 
ABDOMINAL AND VAGINAL SECTION. 

Dr. Franklin H. Martin : Although I discussed this subject at 
the last meeting of the Society, I desire to say a few words in regard 
to drainage of the stump or cervix left after abdominal hysterectomy 
for fibroids or other pathological conditions. I have operated in the last 
month on two cases of fibroid in which I adopted the following method 
of drainage of the stump, having got the idea from the discussion at the 
last meeting of the Society. This idea was partially the result of the 
discussion on Dr. Senn's specimen and his peculiar method (the cuff 
method) of treating the pedicle, and of the remarks made by Dr. 
Ferguson in regard to drainage of the abdominal cavity. In these 



The Chicago Gynacological Society. 137 

two cases I utilized the peritonaeum as Dr. Senn recommends, but in 
a different way. The peritonaeum was stripped down from the tumor 
anteriorly and posteriorly for about an inch above the point at which 
I expected to sever the cervix ; then the peritonaeum was stripped 
from the cervix, in front and behind, down to the vaginal deflection, 
leaving the cervix completely exposed and free from all peritoneal 
covering. The cervix was cut off in the ordinary manner and closed, 
the uterine arteries having been previously ligated. The cervix was 
closed with catgut after cauterizing the canal. A slight amount of 
oozing about the pedicle is liable to occur. I simply made an open- 
ing between the cervix and bladder into the vagina, through which I 
carried a small rubber drainage-tube and gauze, then laid over the 
cervix a small amount of gauze packing and sewed the peritonaeum 
over it so that all the drainage from the cervix would be subperi- 
toneal, coming through the tube and gauze in the vagina, thus secur- 
ing gravity and capillary drainage. In each case there was oozing 
enough to warrant the drainage, and at the end of forty-eight hours 
the drainage-tube was removed. Both cases are nearly ready to leave 
the hospital without any interruption or unfavorable symptoms in the 
course of their convalescence. If drainage should be so perfect in 
this little subperitoneal cavity, it makes me believe more thoroughly 
in the drainage described by Ferguson and others for the general 
peritoneal cavity — that is, gauze and tube, or gauze alone. 

I wish, however, to defend the glass drainage-tube and aspiration 
to this extent : I have casually looked over my cases, and find about 
three hundred in which I drained with a small glass drainage-tube. 
Of this number I have not observed one ventral hernia. I can say 
positively, as far as I know, that I have never had a hernia in a case 
where I used drainage ; hernias have, however, occurred in two cases 
in which drainage was not used. I have never had a death as the 
direct result of the use of the drainage-tube, and I feel — although I 
wish to be corrected if I am wrong — that the small glass drainage-tube 
for draining the general abdominal cavity of fluids is ideal drainage, 
providing there is a proper attendant to care for it. 

Dr. G. William Reynolds : Several members of the Society have 
advocated suction drainage by means of a syringe ; that is, removal 
of the dressings and, by suction, withdrawal of the fluid from the 
drainage-tube that accumulates a few hours after the operation. I 
wish to condemn that mode of drainage because of the danger at- 
tending it. My first experience in drainage of the peritoneal cavity 
after operation was by the suction method, and I certainly have no 
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desire to again practice it. We know that to open the wound of the 
peritoneal cavity by removing the dressings is dangerous, and the 
more frequently we do this the more danger there is of septic infec- 
tion. Some operators even allow nurses to practice this method of 
drainage. We all fear removal of the dressings, even in aseptic 
wounds, for several days or a week, and if the symptoms are favorable 
we never remove the dressings during this time even to look at the 
wound. Why should we repeatedly remove dressings in order to 
withdraw fluid which can certainly be evacuated by more modem 
methods than suction drainage ? Capillary drainage will accomplish 
this, or we may resort to the combined method of capillary with 
tubular drainage. Every member of this Society knows that by the 
use of capillary and tubular drainage he has no fear that the peritoneal 
cavity will not be thoroughly drained of fluid. With this drainage 
the dressings will be saturated within twelve or twenty-four hours. 

Dr. Henry P. Newman : J can not agree with the last speaker in 
regard to drainage, particularly tubal drainage and the so-called suc- 
tion method of removing fluids. If the latter method is practiced 
according to the rules laid down by those who use it to any great 
extent, there should be no disturbance of the dressings. The wound 
should be thoroughly covered with the usual antiseptic dressings. 
The rubber dam should be put around the projecting end of the glass 
tube and covered with cotton, subsequently covering it well with the 
gauze and rubber dam. Over this is placed a second pad, and with 
the tube thus covered we have ample protection from infection 
from without. The doctor says that with this method of drainage 
nurses are liable to infect patients. It has been my experience that 
they have never done so. Of course, great caution is necessary, and 
nurses are supposed to be instructed as to the importance of this 
particular line of work. I have had no unpleasant results from the 
use of suction drainage ; indeed, quite the contrary. I believe in 
some cases my results would not have been as satisfactory if this 
method of drainage had not been used. We frequently hear it said 
that the use of drainage is an apology for imperfect surgery. On the 
Dther hand, sometimes it is an indication of good judgment and the 
very best surgery. When we have abraded surfaces after removal of 
large tumors, or large, raw, peritoneal surfaces, and take the time 
necessary to arrest the oozing by ligating small blood-vessels, expos- 
ing the abdominal viscera and protracting the ansesthetic, we are 
doing work that is unnecessary and is hazardous to the patient's life. 
It is better to close the wound and use a drain in the culde-scK 
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through the abdominal wall or through the vagina. If it is used' 
through the abdominal wall and protected in the manner I have de- 
scribed, a large amount of bloody fluid or serum can be pumped out 
as often as indicated. The patient will recover more rapidly than if 
the abdomen is closed without drainage after a protracted operation 
during which more or less accumulations occur. The tax put upon 
the patient to take care of fluids that are foreign to the peritoneal 
cavity is, to my mind, infinitely greater than the slight risk of entering 
the peritoneal cavity to remove such deleterious matters by means of 
suction whereby the peritoneal cavity can be kept comparatively dry. 

I do not believe we can lay down any prescribed rules in regard 
to drainage in general. We can not always say when we shall and 
when we shall not drain. Of course, there are certain positive indi- 
cations for drainage, but the drainage must be adapted to the indi- 
vidual case. Protracting operations by taking the time necessary to 
check the oozing of blood from minute vessels and tying them is very 
dangerous. We should act quickly in such cases, close the abdomen 
with proper toilet, and treat the cases in the manner described. My 
last three cases call this to mind very vividly ; one was a multilocular 
ovarian cyst with extensive adhesions, one had a large accumulation 
of pus in the right tube, and the other was a hysterorrhaphy in con- 
nection with perineorrhaphy and trachelorrhaphy. The first two 
operations were very difficult. They took more time than usual and 
necessitated tearing part of the structures. In both instances I used 
drainage. In the last (hysterorrhaphy) the operation was simple and 
easily accomplished without any complications and the abdomen quick- 
ly closed, everything being ideal as far as could be seen. This case, 
however, gave me the greatest anxiety from the fact that the patient 
was anaemic and neurotic. She was frightened at the thought of op- 
eration. Before, during, and after the operation she had a rapid and 
feeble heart's action, due to fright, as there was no temperature. 
There was very little shock, and she made a speedy recovery. 

Dr. J. T. BiNKLEY, Jr. : I can not agree with the remarks made 
by Dr. Reynolds in regard to drainage. Although my experience has 
not been as extensive as some of the members of this Society, I have 
had a number of cases in which I drained with the tube and syringe 
in the manner described by Dr. Martin. Although I have lost some 
cases that I have drained, I feel perfectly safe when I drain. Most 
abdominal surgeons employ combined capillary and tubal drainage.. 
I fail to understand how a practitioner can infect a patient by the 
drainage-tube if the toilet is properly made. Every surgeon who 
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does considerable abdominal work ought to be able to introduce a 
tube and establish drainage without infecting his patient. The tube 
should never be used w^ith the suction syringe excepting in combina- 
tion with capillary drainage. The gauze will bring the fluid to the 
surface for a while, but when it becomes thoroughly saturated it will 
not drain all the fluid in the bottom of the cavity. I therefore think 
that one of the most perfect methods of drainage is by the tube and 
suction syringe. I believe, however, that drainage may be accom- 
plished through the vagina. I have not had as good results in all of 
my cases as Dr. Martin reports, and I must confess that I have had 
some ventral hernias follow drainage. 

Dr. E. C. Dudley : In my earlier abdominal work I used the 
small glass tubular drain of Keith» but it was not always adequate. 
When the Mikulicz drain came into use I adopted it in numerous 
cases, and occasionally combined it with the tubular drain. If any 
one doubts that the subject of drainage is still very much unsettled, let 
him follow the discussions of this Society. What I may be doing a 
year from now I can not say. At the present time I seldom use the 
small glass drain, and seldom drain through the abdominal wall. If I 
have to drain at all, I prefer the vaginal route, and if the vagina has 
not been opened during the operation and the case needs drainage, 
I am very apt to make an incision from the cul-de-sac of Douglas to 
the vagina, and use the gauze drain for that purpose. 

There are two principal indications for the use of gauze packing : 
I. For haemorrhage which can not be practically controlled in any 
other way without unduly prolonging the operation. The gauze pack- 
ing then used is immediately a compress, but if left longer than is 
-necessary for this purpose, becomes a capillary drain. 2. Pelvic 
gauze packing is indicated when it is desirable to quarantine the field 
of operation from the rest of the abdominal cavity. The rapidity 
with which adhesions form around the packing is well known. The 
septic area is shut off by these adhesions from the general peritonaeum, 
and in that way the septic influence is confined within narrow limits. 
These I conceive to be two most important indications for the use of 
gauze packing. This use of the gauze, however, should not be con- 
founded with its use as a drain. The indication for drainage as usu- 
ally urged — that is, to get any fluid which may form out of the peritoneal 
•cavity — is possibly of less importance than has been supposed. The 
peritonaeum has often demonstrated its ability to take care of large quan- 
tities of secretions. If, as many claim, it be true that the presence of a 
vdrain excites the secretion of large quantities of fluid which would not 
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otherwise be secreted at all, it would follow that the drain is not so often 
necessary as the large quantities of fluid which it carries off would 
indicate. This would be especially true if the peritonaeum has great 
capacity to take up this fluid by absorption. Clearly it would be ab- 
surd to use a drain for the purpose of carrying off secretions which it 
had itself produced. The cases, however, are doubtless frequent in 
which more fluid will be secreted without a drain than the peritonaeum 
can take care of. Under these conditions capillary or tubular drain- 
age, or combined drainage, u indicated. 

Substitution of the vaginal for the abdominal drain offers two great 
advantages: i. The drainage is dcnendent and natural. 2. The 
danger of hernia is reduced to the minimum. If I had been asked 
two years ago whether I had much trouble from ventral hernia I should 
have said "No." Even when the gauze drain had been used I had 
seldom noticed any failure of adequate union in the wound. Further 
observation during the past two years, however, would require me to 
say ** Yes." A very embarrassing number of women have lately come 
back to me with ventral hernias. The hernias for the most part are 
small and do little harm ; but the fact remains, and the cases are not 
only an annoyance, but, I must add, a reproach to the operator. 
These ventral protrusions have occurred in the drainage cases, some- 
times even when only the small glass tubular drain was used. I am 
very glad to be able to drain by the vaginal route, which permits com- 
plete closure of the abdominal wound. My observation has been that 
drainage by the vagina is usually accompanied by the most satisfac- 
tory convalescence. If there is any difference on this score between 
vaginal and abdominal drainage, the choice is rather for the former. 
Twenty years ago experience established the rule that the vaginal 
route was more dangerous. Clean surgery has reversed that rule. 

Reference has been made to the dictum of Lawson Tait : *' When 
in doubt, drain." That appeared to be a wise proposition at the time 
it was made. If it be true, however, that the presence of the drain 
causes the secretion of fluid which would otherwise not be secreted, 
and if it be true that the peritonaeum is capable of taking care of 
much more of this fluid than is usually supposed, the question may 
arise whether this dictum may not have to be reversed — " When in 
doubt, don't drain." 

Dr. Nicholas Senn : It is very evident, from the remarks that 
have been made this evening, that there is no unanimity of opinion 
either in reference to the indications, the technique, or the proper 
route for drainage. I expected that this would be so, because in 
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looking over the literature we find the same diversity of opinion pre» 
vailing almost everywhere. I was very much astonished to find, how- 
ever, so many of our most prominent gynaecologists of vast experience 
pleading in favor of the vaginal instead of the abdominal route. It is 
perhaps well here that I should remind the members of the Society of 
the experience of one of the earlier ovariotomists — the famous Prof. 
Nussbaum, of Munich, who about twenty years ago wrote one of his 
classical articles on ovariotomy with especial reference to drainage as 
a means of preventing death from sepsis. In that monograph he com- 
pared vaginal with abdominal drainage, having first resorted to the 
abdominal route with not very satisfactory results, and afterward 
draining behind the uterus into the vagina. He made the positive 
statement that the vaginal route furnished no better escape for the 
fluid of the abdominal cavity than the abdominal route. It is unnec- 
essary for me to say that Nussbaum invariably, at that time, resorted 
to the tubular drain. When it comes to the use of gauze as a means 
of drainage, 1 can absolutely see no preference for the vaginal route ; 
in fact, I think drainage in this direction is attended by additional 
dangers. It is difficult to disinfect the skin ; it is much more difficult 
to disinfect the vaginal mucous membrane, and if at the same time we 
consider the additional dangers of contamination from the proximity 
of the vaginal outlet to the anus and urethral meatus — all fruitful 
sources of infection — we can readily see that there are many ways in 
which infection can be carried from a dressing in the vagina through 
the opening into the peritoneal cavity. It is astonishing that acci- 
dents have not occurred more frequently. I think it is a mistake to 
believe that capillary drainage will be more efficient in this direction 
than in the abdominal route, because the capillary drain will act with 
the same efficiency in either direction. I should therefore, in all cases 
of aseptic intra-abdominal operations requiring capillary drainage, 
prefer the abdominal route. 

Dr. Van Hook read a very interesting paper at the last meeting 
on gauze drainage, believing that it was a method of drainage that 
should invariably be selected. I stated at that time that there is a 
limit to gauze drainage, that it can only be relied upon in removing 
sero-sanguinolent fluid, that it is a very poor medium indeed to dis- 
pose of either pus or biood, and that in cases requiring drainage for 
pus the tube is the drain to be selected. Under such circumstances, 
of course, I should have no hesitation, in appropriate cases, in drain- 
ing by the vaginal route, the most dependent point. For ordinary 
cases after operations, in which there are large exposed surfaces,. 
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where we do not drain for the purpose of arresting haemorrhage, we 
have no need for the Mikulicz drain ; but where a large accumulation 
of primary wound product occurs, I believe the ideal drain is the com- 
bined drain — a large glass tube packed loosely with iodoform gauze. 
I have found this method of drainage reliable in promptly disposing 
of the wound products. I can see no advantage in substituting a 
small glass drain for a large one, because under such circumstances 
drainage is usually employed for only forty-eight hours at the utmost^ 
and we now invariably insert a secondary suture at the time of the 
operation, which is tied after the drain has been removed. Drainage 
under such circumstances does not predispose to the formation of 
ventral hernia. It is the prolonged drainage for purulent afifections 
that is almost invariably followed by ventral hernia. 

I am very much astonished to find that the experience of one of 
our prominent membeis has been so favorable in reference to abdom* 
inal hernia — two cases of hernia out of three hundred laparotomies. 
These statistics are very creditable, but I fear that if Dr. Martin 
could place his three hundred patients in a row and inspect them he 
would probably find a little increase in the number of hernias. I 
find that cases of ventral hernia which occur months or years after 
the operation do not always come back to the operators themselves. 
As our President remarked, a ventral hernia is a reproach to the 
operator, and the patients regard it as such, and, either through mod- 
esty, delicacy, or ingratitude, fail to report at the proper office. I 
always fear to continue drainage longer than forty-eight hours, be- 
cause under such circumstances we can hardly expect an ideal primary 
union of the abdominal incision. But I feel sure that drainage pro- 
longed for forty-eight hours, with subsequent secondary suturing of 
the wound, will not interfere with a prompt and firm union between 
the apposed wound margins. 

There has been nothing said thus far — and I do not know that it 
comes within the legitimate range of our discussion — ^in reference to 
secondary drainage after abdominal operations. I will ask the Presi- 
dent if remarks on this phase of the subject are in order. 

The President : Yes. I think they come within the range of the 
discussion. 

Dr. Senn (resuming) : I desire to place myself on record in oppo- 
sition to the assertions made by some of our surgeons who have had 
such wonderful results in cases of diffuse septic peritonitis by estab- 
lishing free and efficient drainage. It has been my misfortune in a 

number of cases of septic peritonitis following laparotomy to be 
10 
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obliged to reopen the wound, to resort to drainage, and even to lim- 
ited antiseptic lavage, but I have never yet seen a recovery, I regard 
a case of diffuse septic peritonitis following abdominal section for 
different indications as an absolutely fatal affection. If I have reason 
to believe, after an abdominal operation, that a patient has diffuse 
septic peritonitis, I drain as a matter of conscience, with little or no 
expectation of ultimate recovery of the patient. I believe the alleged 
cures following abdominal incision and drainage in diffuse septic peri- 
tonitis are instances of anatomical delusions ; that they have not been 
cases of diffuse septic peritonitis, but of circumscribed peritonitis 
with displacement of the abdominal organs simulating diffuse perito- 
nitis. It is different in cases of localized suppurative peritonitis, and 
I am sure that every gentleman present has had such cases under his 
observation where, in spite of antiseptic precautions, symptoms ap- 
pear a few days, a week, or sometimes two weeks after an operation 
that point to a limited suppurative peritonitis. It is in such cases 
that reopening of the wound is called for and tubular drainage insti- 
tuted for prompt relief, with retarded recovery of the patient. 

I can hardly understand why one of our members has placed him- 
self on record to the effect that he has no use for the Mikulicz drain. 
If it were not for this drain there are many operations that I under- 
take now with a fair prospect of recovery of the patient which I 
would hesitate to undertake without this reliable haemostatic resource. 
I am sure the cases are not isolated in which we find in extensive 
enucleation either of a pus-tube, an ovarian cyst, or a myofibroma 
that a large surface becomes the seat of a profuse parenchymatous 
oozing during and after the operation. It is in such cases, particu- 
larly if deep down in the pelvis, that the surgeon finds it impossible 
to completely arrest haemorrhage by compression forceps and ligation. 
In these cases the Mikulicz drain answers an excellent purpose, and I 
have never yet seen any harm following the use of this drain if prop- 
erly used, and I am very partial to it, believing that it is the duty of 
the surgeon to resort to this method of direct compression to prevent 
an undue and perhaps dangerous loss of blood. 

Dr. T. J. Watkins : Very active drainage can be secured by leav- 
ing the strip of gauze external to the wound long so that the end may 
be placed at a lower level than the gauze in the abdomen. Dr. Van 
Hook mentioned this point, but he did not consider the increased 
action of the gauze as due to siphonage. I am certain that gauze 
used in this manner has a siphonic action. This method of drainage 
was mentioned to me by Dr. L. L. McArthur about nine months ago. 
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and since then I have occasionally used it for abdominal and vaginal 
drainage. When used through the abdominal incision the gauze ex- 
tends over the side of the patient, and the action of the gauze when 
so used has been very much better than when it was cut short. I 
have used this method four or five times, with very satisfactory results, 
through a vaginal incision, allowing the gauze to extend over the 
perinaeum. 

In the remarks made by Dr. Martin with reference to draining the 
stump after abdominal hysterectomy I fail to see the indications for 
drainage. If he sutured the broad ligaments thoroughly and united 
the two flaps of the cervix accurately, the fluid which escaped through 
the drain may have come from the denuded cervix or from the large 
peritoneal flaps. 

The question of producing infection by emptying the abdominal 
glass drainage-tube by suction is an important one, and I am sur- 
prised that in the discussion the bacteriological experiments which 
have been made in reference to this subject have not been men- 
tioned. Dr. Hunter Robb has proved beyond the shadow of a doubt 
that it is impossible to frequently siphon out these tubes without pro- 
ducing infection. I believe the indications for tubular drainage are 
so few that in a short time it will only be used in exceptional cases. 

I am ver}' much surprised that Dr. Senn should use as an argu- 
ment against vaginal gauze drainage observations that were made 
long before antiseptic surgery was practiced and before the use of 
gauze drainage was known. No one should drain through the vagina 
without thorough preparation of the vagina. The results which fol- 
lowed drainage through the uncleansed vagina are only of historical 
interest. If one expects to use vaginal drainage, the vagina-should be 
thoroughly scrubbed and disinfected after the patient is anaesthetized, 
and if the uterine cavity is septic it should be thoroughly curetted, 
irrigated, and packed with gauze, and the vagina recleansed. The re- 
sults which have followed operations in and through the vagina are 
positive proof that the vagina can be so prepared that there is very 
little danger of infection. 

1 am very glad the question of secondary drainage was brought 
up. Within the last year I have irrigated and drained through a 
vaginal incision in two cases of septic peritonitis following abdominal 
section, with recovery in both instances. In every case of peritonitis 
following abdominal section I believe that thorough irrigation and 
drainage should be employed through a vaginal incision. When vagi- 
nal drainage becomes generally adopted in the severe cases of ab- 
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dominal section, septic peritonitis will be of much less frequent oc- 
currence than it is at present. 

Mortality from Puerperal Infection in Chicago, 

By Charles S. Bacon, M. D. 

(See page 116.) 

Discussion. 

Dr. E. J. DoERiNG : I congratulate the author on the immense 
amount of work and time he has given to the subject of puerperal in- 
fection in this city. It is certainly one of great importance. It is a 
matter of regret, however, that we have no system by which we can 
compel physicians to report births and deaths. Until this is done, 
our statistics can not be of any absolute value. 

Dr. Frank A, Stahl : The paper read by Dr. Bacon suggests 
the very important question, Is drainage indicated after normal 
labor 1 The question has been asked again and again whether the 
increased death-rate from puerperal infection during the last two 
years has been due to the omission of vaginal douches. It is well 
known that obstetrical teaching during the last year or two has been 
to omit the use of the douche. There is no doubt in my mind that 
the mortality from puerperal infection is largely due to uncleanliness 
after labor. 

While Dr. Bacon has spent an immense amount of time and labor 
upon the preparation of this paper, he has arrived at no conclusions. 

Dr. Bacon (closing) : I do not think the figures I have given will 
justify any conclusions in regard to the influence of obstetric teach- 
ing. In the first place, the mortality from puerperal infection in the 
last two years is not much more than for the preceding four years. 
Secondly, I believe the practice among midwives is a very important 
element in the consideration of this subject, and the teaching of med- 
ical schools in regard to douching has probably not invaded the prac- 
tice of midwives. The only conclusion I have drawn is that there 
has been an improvement in obstetric practice in this city during the 
last thirty or forty years, as shown by the fact that the ratio of 
mortality due to puerperal infection is less, but that there is still a 
very large mortality — about twice what it is in London, or about five 
or six times as great as it should be. 

Official Transactions. T. J. Watkins, 

Editor of the Society. 
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A CASE OF ECTOPIC PREGNANCY OPERATED UPON 

BY THE VAGINAL METHOD* 

By G. William Reynolds, M. D., Chicago, 

Gynaecologist to St. Joseph's Hospital ; Instructor and Assistant to the Chair of Clinical 

Surgery, Rush Medical College, etc. 

Cases of extra- uterine pregnancy have been found to be more fre- 
quent than was formerly supposed, and their treatment less formida- 
ble. Since no general rules can be applied in the treatment of all 
cases, the report of a case which presents special features in diagno- 
sis and operation is valuable. 

History. — Mrs. K., aged thirty-two years; married in 1893 at the 
age of thirty ; menstruated regularly from the age of fifteen until 
August, 1894, when her menses ceased. In November she was sup- 
posed to have had a miscarriage ; menstruation recurred in Decem- 
ber, and continued regularly until October 9, 1895, when she entered 
St. Joseph's Hospital. She had a rather dull and continuous pain on 
the right side of the pelvis since her miscarriage. Her general health 
was otherwise good, and she was able to do her daily work. Her 
parents, five sisters, and three brothers are living, healthy and strong. 

She entered St. Joseph's Hospital upon my advice, after an exam- 
ination made a month previously. Digital examination revealed a 
firm, immovable, solid mass larger than the fist in the right pelvic re- 
gion. It extended from the level of the internal os to the right broad 
ligament, occupied the triangular space between the broad ligament 
and uterus, and was firmly attached to the latter. A diagnosis of sub- 
serous uterine myoma was made. 

Vaginal section was made October nth, and a feet us of lithopae- 
dion type, about the size of a three months' gestation, was found- 
The fcstus, placenta, and cord were removed intact. The incision 
was then sutured and an iodoform-gauze drain inserted, etc. Recov- 
ery was rapid, the patient's health was completely restored, an^ she 
left the hospital three weeks after the operation. 



Read. 
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In this case I am certain that the tube ruptured into the broad 
ligament The htemalocele which resulted was consequently extra- 
peritoneal, and the extent of the hsemorrhage limited by the liga- 
mental folds. The case shows the tolerance of the parts to retain 
the foetus and placenta for so long a time without any inconvenience 
other than pain. 

The result of operations for ectopic pregnancy has been so favor- 
able to the abdominal route that 1 have not found in the records of 
recent years any case operated per vagtnam. This case is brought to 
your attention to emphasize the inquiry whether the vaginal route 



has not received undue censure, even in the cases in which it is the 
preferable operation. The published cases which, illustrate the re- 
sults of the vaginal operation are not numerous. Parry refers only to 
a few cases. Pinard (Dictionnaire encydop^dique des icientes m/di- 
iales) gives a list of cases, but his classification is not entirely correct, 
and he gives no details of cases. Hermann collected thirty-three 
cases which had been operated upon through the vagina, and draws 
conclusions which Tait says " may be taken as practically fatal to 
vaginal section." Among the cases which Hermann considered was 
one by T. Gaillard Thomas, of New York, and others by Harrison 
and O'Hara ; and "so far as these cases go," says Hermann, "they 
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show that the operation is not a very safe one." Although the opera- 
tion reported by Dr. Thomas, which was performed twenty years ago, 
was a brilliant success, the operation was so severely criticised that 
the vaginal operation has since been in disfavor, even in cases like the 
one under consideration, where it is not only justifiable, but prefer- 
able to the abdominal operation. 

It is of interest to note that this case belongs to a rare class of 
cases in which Dr. Hermann advised the vaginal operation. In an 
address before the Obstetrical Society of London (see Transactions 
for 1887) he said : 

" When the child lies behind the uterus, with its presenting part 
occupying Douglas' pouch, the coverings which separate it from the 
vaginal canal are often very thin. It may be possible to identify 
through the vagina the sutures of the foetal head. If, as in this case, 
we can, through the vagina, feel the presenting part of the foetus, and 
that it is everywhere separated only by a thin membrane from the 
examining finger, we may be pretty sure that the placenta is not in 
the way. Given, then, a case in which the child can be reached by 
the vaginal incision, in which it is quite certain that the placenta is 
not implanted over the parts which have to be cut through, and in 
which it is not equally certain that the placenta is not attached to the 
abdominal wall, it appears to me that vaginal delivery is indicated. 
There is yet a condition which makes the indication clearer — namely, 
when the foetal part felt through the vagina is the head or feet, so 
that when the vagina is cut through, the child can be seized and ex- 
tracted without passing in the hand." 

** The curious thing," says Tait, " is that the great bulk of my pa- 
tients had no suspicion that they were pregnant at all, and therefore 
the first factor in a correct diagnosis was absent. Of all the cases 
that I have operated on, and in many where I have known the his- 
tory, the patient had made no complaints till the alarming symptoms 
of rupture had set in." 

Such testimony appears to be common to all who have written 
upon this subject. It is a noticeable fact that the literature of the 
subject is in a confused state. The profession, however, has in re- 
cent years achieved great triumphs in the treatment of ectopic preg- 
nancy. Werth wisely suggests that ectopic pregnancy should always 
be regarded as a malignant growth, and treated as such. The rare 
cases of tolerance or of spontaneous recovery do not justify expectant 
treatment. 

315 Webster Avenue. 
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TUBAL ABORTION.* 
By Charles N. Smith, M. D., Toledo, Ohio, 

Gynaecologist to St. Vincexit*s Hospital. 

In the following case of ectopic pregnancy the diagnosis was not 
made until the abdomen was opened. The patient had lived apart 
from her husband for several months prior to her entrance into the 
hospital. As there were no reasons for suspecting the woman to be 
guilty of sexual irregularity, and as she avoided reference to this sub- 
ject, ectopic pregnancy was not suspected. The history of the case, 
as here related, was obtained after operation, and only when the pa- 
tient was confronted with the pathological proof of her condition. 

Case. — M. V., aged twenty, married at fifteen, never before preg- 
nant. She menstruated first at thirteen, and, until her marriage, the 
flow was always regular and painless. Two weeks after marriage she 
contracted gonorrhoea from her husband, and was confined to bed 
for two weeks with pelvic inflammation. It was about three months 
after this attack before she was able to do housework. Since the 
attack of gonorrhoea the menses have been painful, scanty, and of but 
two days' duration. The patient has not lived with her husband since 
December, 1893, but now admits that she has been exposed to im- 
pregnation many times since that date. 

Menstruation appeared, as was expected, on April 20, 1894, and 
was in every respect similar to her usual periods. On the night of 
May 19th she took a rapid horseback ride of four miles. On awaken- 
ing the following morning she experienced sudden, severe pain in the 
lower abdomen, followed by tenderness in the same region. A few 
moments after the onset of pain she fainted and remained uncon- 
scious about thirty minutes. Soon after regaining consciousness she 
arose, dressed, and did light housework during the day. The menses, 

* Read, For Discussion^ see page 1 39. 
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or, more strictly speaking, a uterine haemorrhage, appeared that day, 
which was the thirtieth after the beginning of the last period. The 
flow was scanty in amount, and continued for forty-two days, until the 
time of operation. 

On the night of June 4th, while dancing, she experienced sharp 
pain in the abdomen, again fainted, and remained in a semi-uncon- 
scious condition for seven hours. She was admitted to the medical 
ward of St. Vincent's Hospital, June loth, where she was treated for 
twenty days with salines and hot applications. During this period 
her pulse ranged from 100 to 120 and her temperature from 100° to 
loi^. A diagnosis of salpingitis and pelvic peritonitis was made, 
which was certainly warranted in view of the meager history then ob- 
tainable. June 30th she was transferred to my service, and coeliotomy 
was performed July 2d. Examination prior to operation showed the 
pelvis to be filled with a semi-fluid mass which crowded the uterus 
firmly against the pubic symphysis. There was a slight bloody dis- 
charge from the uterus. 

Upon opening the abdomen, the intestines and omentum were 
found firmly adherent over a fluid collection which filled the whole 
pelvis. Upon separating the adhesions, a quantity of thick, dark 
blood escaped. The nature of the case being at once evident, a 
larger opening was made into the cavity, from which more than a 
quart of dark fluid blood, with but few clots, was removed. The in- 
flammatory action, which had been continuous at least for three 
weeks, had resulted in the formation, by adhesions, of an adventitious 
cyst wall fully one fourth of an inch in thickness in some places, as 
you will notice from the specimen. This adventitious tissue was 
separated from the intestines and pelvic wall as far as possible con- 
sistent with the integrity of the intestines and the safety of the patient. 
In many places, however, it was impossible to thus effect a separation, 
and numerous small tags of tissue were left attached to the bowel. 
After both tubes were ligated and removed it was found impossible 
to separate a portion of the sac which was adherent to the posterior 
surface of the uterus, so intimate was the union between them. To 
leave this structure attached to the uterus was to invite intestinal ad- 
hesions, with possible obstruction and death, and to favor sepsis by 
leaving within the pelvis a considerable quantity of poorly nourished 
tissue. The uterus was consequently removed by total extirpation. 
The recovery of the patient was slow, and, save for a small recto- 
vaginal fistula, complete. 

On examination, after operation, the left tube was found to be 
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more than an inch in diameter. The abdominal ostium was patent 
and fully three eighths of an inch in diameter. The tube was not 
ruptured. A firm body was felt within the tube, at the junction of 
its middle and outer thirds, which, upon incision of the tube, proved 
to be an apoplectic or blighted ovum, three fourths of an inch in 
diameter and an inch in length. The microscope demonstrated the 
presence of chorionic villi. The case was therefore one of incom- 
plete tubal abortion. 

The pain, unconsciousness, and uterine haemorrhage which she 
experienced were undoubtedly synchronous with the tubal haemor- 
rhage and death of the ovum. The pregnancy had existed not to 
exceed thirty days. The pain and semi- unconsciousness on the 
night of June 4th marked the occurrence of a second free haemor- 
rhage from the tube. 

No embryo was found within the ovum. The extensive haemor- 
rhage had completely obliterated the amniotic cavity, and the ovum 
was laminated and hard. It must be borne in mind that the ovum 
remained in the tube for forty-two days after its death. The pres 
ence of chorionic villi was alone sufficient, however, to establish the 
diagnosis. 

This case illustrates a number of the interesting features of tubal 
abortion, a subject which, compared with ectopic pregnancy with 
rupture, has received but slight attention. I believe that tubal abor- 
tion is far more common than is generally supposed, and that it is the 
cause of the majority of cases of intraperitoneal haematocele, devel- 
oped at the time of a regularly recurring menstrual period. The 
concurrent uterine haemorrhage is a phenomenon associated with the 
shedding of the uterine decidua, and is not a true menstruation. 
The cases of intraperitoneal haemorrhage not due to tubal abortion 
are, almost without exception, the result of rupture of a pregnant 
tube. 1 can not accept the view, still held by many, of a reflux of 
menstrual blood from the uterus, through the tube, into the peri- 
toneal cavity, as a cause of intraperitoneal haematocele. In the ma- 
jority of cases of ectopic gestation terminating at a regularly recur- 
ring menstrual period — that is, at the fourth week of gestation — the 
route followed by the haemorrhage and ovum is through the unclosed 
abdominal ostium of the tube and not through a rupture in its wall. 
The case here reported might readily have been mistaken for haemat- 
ocele from reflux of menstrual blood had the abortion been com- 
plete and had it been followed by absorption or artificial evacuation 
of the fluid. 
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During the early weeks of gestation the attachment of the ovum 
to the tube through the villi of the chorion is slight, and renders the 
life of the ovum most precarious, especially if it be situated in or 
near the outer third of the tube. Slight contractions of the tube, or 
haemorrhage into or about the foetal structures, may be sufficient to 
partially or completely dislodge the ovum, which may or may not 
be expelled into the peritoneal cavity. 

When complete abortion occurs very early in gestation the haemor- 
rhage should cease, and should not recur, for, the tube being empty, 
there no longer remains an exciting cause of haemorrhage. On the 
other hand, when the separation of the ovum has been but partially 
accomplished, haemorrhage is prone to either continue or recur, as in 
incomplete uterine abortion, from further separation between the 
foetal and maternal structures. When the ovum is ^expelled from the 
tube and the haemorrhage has not been extensive, absorption of both 
ovum and blood may follow. If the blood be evacuated by ab- 
dominal or vaginal section, the ovum may be so entangled in a blood 
clot, or may so closely resemble the latter, as to be entirely over- 
looked. In any of these events an incorrect diagnosis of haematocele 
from reflux of menstrual blood or from simple tubal haemorrhage 
might readily be made. 

Tubal abortion can only occur during the first eight weeks of 
gestation. Closure of the tube, which begins about the sixth week, 
is ordinarily complete by the eighth week, after which the ovum can 
escape only by rupture of the tube. The maternal blood-vessels 
steadily increase in size from the time of impregnation to that of 
abortion or rupture. The earlier the abortion takes place the less 
will be the amount of haemorrhage, provided the abortion be com- 
plete. In early abortion, for the same reason, the haemorrhage and 
consequent formation of the haematocele will be gradual. This 
gradual occurrence, coupled with the early arrest of haemorrhage, 
gives opportunity for the formation of adhesions between the uterus, 
omentum, and intestines which circumscribe the escaped blood. In 
a very small proportion of early cases slight haemorrhage may occur 
into the ovum, which renders it apoplectic, but may not cause its dis- 
charge from the tube or produce a haematocele. An apoplectic ovum 
may undergo absorption without the production of further symptoms. 

The question of operative interference in free or in recurring haem- 
orrhage from tubal abortion has been absolutely settled, but that of 
non-recurring, circumscribed haemorrhage is still open. It can not be 
denied that in some cases absorption ultimately takes place and the 
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patient regains her health. The period of convalescence is, however, 
frequently tedious, stormy, and dangerous. At best, a diseased tube 
and dense adhesions between the pelvic and abdominal organs re- 
main to menace the woman the remainder of her life. If the blood 
be not absorbed, suppuration may occur, and this complication, 
although comparatively infrequent, must be looked upon as one 
which threatens every intraperitoneal haematocele. When suppura- 
tion takes place operation is inevitable, and must be done under 
comparatively unfavorable circumstances. 

I can not but feel, even in the face of able and strong opposition, 
that for the immediate, as well as for the ultimate, safety and com- 
fort of the patient, operation should be instituted in every case of 
intraperitoneal haemorrhage, be it circumscribed or free, recurrent or 
non-recurrent. 

192 1 Franklin Avenue. 
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TRANSACTIONS OF THE CHICAGO GYNECOLOGICAL 

SOCIETY. 

Stated Meeting, March 20, 1896. 

The President, E. C. Dudley, M. D., in the Chain 

Exhibition of Specimens. 

Fibroid Tumor of the Uterus with Double Fyosalpinx. 

Dr. Franklin H. Martin : I have here a uterine fibroid that was 
removed within the last six weeks, and present the specimen for the 
purpose of illustrating a point in drainage which 1 brought up at the 
last meeting. The patient from whom this tumor was removed gave 
a history of abdominal swelling for ten years. Three weeks previous 
to my seeing her she had what was called an attack of peritonitis. 
The physician who brought the patient to me suspected pregnancy. 
After a thorough examination I decided to make an exploratory in- 
cision, with the idea that the case was one of fibroid tumor, compli- 
cated, possibly, with pyosalpinx, the result of specific infection. 
Upon opening the abdomen I came upon two large pus tubes which 
were fixed well above the pelvic mass. The latter seemed like a 
fibroid tumor. The pus sacs were not adherent ; that is, infection 
had not extended from them to the parietal peritonaeum. On coming 
down upon the uterus, below the pus tubes, I found a mass com- 
pletely buried in omentum and intestine. I began the delivery of this 
tumor, after grasping it with a strong volsella forceps, and upon 
examination posterior to the tumor found that the peritonaeum had 
been lifted fully two or three inches by the tumor in the cul-de-sac. 



156 The Chicago GyncuologtccU Society, 

I severed the peritonseum at the point of deflection, and then by trac- 
tion gradually enucleated the growth from its bed and delivered it. 
The broad ligaments were then tied off. A large surface was left in 
the cul'de-sac uncovered with peritonaeum. As the peritonseum was 
deflected so high, I fllled the cavity with iodoform gauze and brought 
a piece of it out in front of the cervix, between it and the bladder, 
and left the packing in the posterior cul-de-sac. I then attached the 
deflected peritonseum behind to the bladder peritonseum in front of 
the uterus with a continuous catgut suture, leaving a large cavity be- 
neath which necessitated drainage. This closed the peritoneal cavity, 
and the drainage was consequently subperitoneal. The patient re- 
covered without an untoward symptom. 

Uterine Fibroid. 

The next specimen is also a uterine fibroid. The patient gave a 
history of menorrhagia and pain. She was operated upon February 8, 
1896, at the Woman's Hospital. The tumor was similar in its devel- 
opment to the one already shown. It was an intramural fibroid with 
a single center of development in the posterior wall of the uterus. 
The tumor developed low in the cervix and had lifted the peritonseum, 
as in the preceding case. I also had in this case a large raw surface, 
as the peritonseum had been elevated in the posterior cul-de-sac , I 
treated this case in exactly the same way as the preceding one, filled 
the cavity with iodoform gauze, and brought a strip out between the 
cervix and bladder and down into the vagina. Drainage was subperi- 
toneal. The gauze was removed at the end of forty-eight hours. In 
both cases the discharge was free enough to warrant drainage. 

Metritic Uterus. 

The next case is not unusual, but is interesting. Patient gave a 
history of menorrhagia. One year ago I operated on the woman, and 
removed by abdominal section a pelvis full of pus sacs, which I enucle- 
ated from the universally adherent peritonaeum. The operation was 
difficult. There was a history of specific infection. I did a thorough 
operation in this case, removed all the pus sacs down to the horns of 
the uterus, and at the same time curetted thoroughly. The patient 
left the hospital in five weeks. After leaving the hospital the menor- 
rhagia, however, continued each month. I resorted to all kinds of 
treatment to stop these haemorrhages, but failed, and at the end of a 
year advised her to have the uterus removed. I accordingly removed 
the uterus by the vagina at the Woman's Hospital, February 27th. 
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She left the hospital a month thereafter in much better condition than 
J had ever seen her. 

This case argues removal of the uterus in all cases of bilateral 
disease of the appendages — a procedure I now almost invariably re- 
sort to, especially where the uterus is metritic. 

A Dislocated MeckeFs Diverticulum. 

Dr. Byron Robinson : I have here a rare specimen — a dislocated 
Meckel's diverticulum, removed during an autopsy on a man forty- 
eight years of age. The mass consists of the urachus, remnants of 
the hypogastric arteries, and the top of the bladder. 1 obtained this 
specimen through the courtesy of Dr. Beasley, an interne of the Cook 
County Hospital, who allowed me to make the post-mortem examina- 
tion. On opening the abdomen in the median line, a fine strand of 
tissue to the left of the umbilicus presented itself, which proved to be 
a Meckel's diverticulum. The urachus was dissected out. It was about 
an inch and a half long. I have not seen exactly such a condition 
before, and I have observed over iive hundred autopsies. Meckel's 
diverticulum is generally located about five feet from the ileo-caecal 
valve, but in this case it was located about fifteen inches from it. 
The specimen shows that there had been an arrest of development 
through some inflammatory process, and the inflammation probably 
started at the lower end of the omphaJo-mesenteric ducts which are 
attached to the small intestine. This obliterated part of the duct de- 
tached it from the ventral surface of the intestine, but did not en- 
tirely obliterate the omphalo- mesenteric duct. The peritonaeum 
showed no signs of any inflammatory process, and the mesentery of 
the diverticulum extended from the omphalo-mesenteric duct to the 
ventral side of the intestine. In three hundred and fifty post-mortem 
examinations which I have made, I have seen Meckel's diverticulum 
only about seven times, and in the practice of other physicians I 
have seen it about five times. The dislocation occurred about two 
inches from the ventral surface of the gut, which was not strangu- 
lated. 

Meckel's diverticulum is found about twice in every hundred 
cases. It is occasionally the seat of disease. I know of one case 
where it contained a calculus about two inches long. The stone fell 
out of the diverticulum and became lodged in the small intestine. 
An operation was performed for the removal of the stone ; the intes- 
tine was gangrenous ; the stone was extracted from the ileum ; sepsis 
followed, and the woman died. 
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This diverticulum is eight inches long. It extended from the 
right face of the mesentery to the umbilicus, and was closely bound 
for three inches to the urachal remains. 

Discussion. 

Dr. Henry P. Newman : I would ask Dr. Martin why he brought 
the drain out in front of the uterus, between the cervix and bladder, 
instead of behind to the stump, which would seem to afford more per- 
fect drainage. 

Dr. T. J. BiNKLEY, Jr. : The question asked by Dr. Newman also 
occurred to me — ^Why did Dr. Martin not establish drainage from the 
lowest point ? I can not understand how enormous pus tubes could 
exist without causing some adhesions in the case reported. I do not 
see how a fold of peritonaeum could cover the adhesions which would 
ordinarily exist laterally in the fossa, and I should think the doctor 
would have occasion to drain the peritoneal cavity. I have recently 
had several cases of pyosalpinx in which the adhesions in the fossa 
were low down on either side, and were so extensive that there was no 
possibility of covering the territory with peritonaeum ; and if one makes 
drainage from below, an opening must be left through the perito- 
naeum. In these cases I always make an opening through the posterior 
cul'de-sac. 

Dr. Franklin H. Martin : The reason I drained in front of the 
bladder was because the cervix had been cut short, and in making 
the toilet of the stump I had separated it down to the vagina in front, 
expecting to use capillary drainage. 

The tubes themselves were free, and the peritonaeum was lifted 
posterior to the cui-de-sac. The tumor had grown beneath the peri- 
tonaeum, and had lifted it so high on the posterior surface of the 
tumor that at the point of severance I left nothing above that point 
adherent, and there were no surfaces from which adhesions had been 
separated above that point. The bleeding points and the uncovered 
portion were subperitoneal, and after covering them I felt there would 
be a space left beneath in which adhesions between the peritonaeum 
and parietal wall could not occur, but a space in which fluids would accu- 
mulate, and consequently I filled it with iodoform gauze for drainage. 

A Case of Ectopic Pregnancy operated upon by the Vaginal Method. 

By George William Reynolds, M. D. 
(See page 147.) 
Dr. Reynolds also exhibited a specimen. 
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A Ccue of Ectopic Pregnancy, 
By Charles N. Smith, M. D., Toledo, Ohio (by invitation). 

(See page 150.) 

Discussion. 

Dr. C. S. Bacon : In Berlin last year I had the opportunity of 
hearing a report of two cases of extra-uterine pregnancy operated 
ttpon by the vaginal method. The operation by the vaginal method 
seems to have received considerable stimulus through the success 
of the vaginal operation for fixation of the uterus. The technique 
chat has been developed by this operation has certainly been of great 
value, notwithstanding the fact that the operation of vaginal fixation 
of the uterus has proved unsatisfactory. As you doubtless know, 
recent reports of cases of dystocia following vaginal fixation of the 
uterus have from a practical standpoint absolutely condemned this 
operation — at least, the method that has been heretofore employed. 
The greatly improved technique of the vaginal operation has certainly 
been productive of very much good in increasing the number of oper- 
ations that were previously done wholly by laparotomy. I presume 
that there is no question as to the desirability of the vaginal operation 
in suitable cases, on account of the absence of danger of ventral 
hernia. The drainage is also better, and there is nothing in the 
character of the operation for tubal pregnancy during the first three 
months that makes the vaginal method inappropriate. In one case I 
heard reported in Benin the patient was up and about in one week 
after the operation was performed. That certainly was a better re- 
sult than could have been obtained by a laparotomy. In the future I 
believe that the vaginal operation will be performed much more fre- 
quently for this pathological condition. 

It is interesting that we have had reported to-night two cases of 
extra-uterine pregnancy occurring in primiparae, and, so far as I can 
judge from the first case, the woman was healthy. As the extra- 
uterine pregnancy is supposed to be dependent upon previous inflam- 
mation of the tubes and uterus, where it occurs in an apparently 
healthy woman who has never borne children the question of aetiology 
is interesting. In the second case, where gonorrhoea had previously 
existed, there was undoubtedly an inflammatory condition of the 
tubes, with probable loss of movement in the epithelial cilia, which 
would agree with the diseased condition so commonly found in such 

cases. 

It 
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In regard to the point made by the last speaker (Dr. Smith) — that 
in all cases of intraperitoneal haemorrhage operation should be made 
— I should suppose, from what I have seen, that the statement is 
nearly in accord with the present condition of gynaecology. If the 
condition can be diagnosed before haemorrhage occurs, the operation 
can be done under the best possible chances for success, and future 
dangers averted. If haemorrhage has occurred, we can not make a 
diagnosis between rupture of the tube and tubal abortion. In the 
latter case, when the abortion is complete there is less danger in con» 
servative treatment, but, unfortunately, the diagnosis between a com- 
plete tubal abortion and an incomplete abortion or a rupture of the 
tube is, and must always be, uncertain. Hence the part of safety 
seems to lie in operating. 

The frequency of these cases was rather strikingly brought to my 
notice by the reports of Prof. Zweifel of his operations last year. If 
I remember correctly, one sixth of the laparotomies (twenty-four in 
all) were for extra-uterihe pregnancy. I found, on looking up the 
statistics in Chicago for many years back, that only rarely was extra- 
uterine pregnancy reported as the cause of death. In some years 
there were no deaths reported from this cause. Undoubtedly, this 
was due to a failure in diasjnosis. When all serious cases of haemat- 
ocele are proved to be extra-uterine pregnancies, the cases will be 
found much more frequent than we formerly supposed, and the prac- 
tical importance of the subject will be greatly enhanced, as indeed 
has been the case during the last few years. 

Dr. Byron Robinson : The fact that neither of the cases reported 
was diagnosed before operation does not indicate that vaginal hyster- 
ectomy is the operation of election for ectopic pregnancy. 

I do not believe that every case of tubal abortion requires operation. 
I have operated on about twenty cases of ectopic pregnancy, but was 
unable to make the diagnosis prior to operation in more than one half 
of them. I protest against the proposition of Dr. Smith to operate 
every case in which a suspicion of a tubal abortion exists, because if 
this were done many unnecessary operations would be performed* 
Many young girls are quite sick during menstruation, with rise in 
temperature and acceleration of pulse as the result, undoubtedly, of 
escape of some infectious material or blood from the end of the tube. 
It is impossible to diagnose a small amount of fluid blood in the pel- 
vis of a woman who is the. subject of tubal abortion, but after it be- 
comes solidified there are only a few physicians who would not sug- 
gest operation, particularly if the mass were as large as an orange . 
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No doubt there are cases in which haemorrhages occur from the end 
of the tube that do not require treatment. While making post- 
mortem examinations in the Cook County Hospital, cases of ectopic 
pregnancy with a fcetus as large as a small apple are occasionally 
found, in which death occurred from some intercurrent disease, such 
as typhoid fever or pneumonia. 

The history of Dr. Smith's case states that the patient had had 
gonorrhoea. «I do not know of ectopic pregnancy ever having oc- 
curred in a healthy woman. Dr. Byford operated on a case for some 
other pathological process in which two embryos were found. 

Dr. Fern AND Henrotin : I wish to place myself on record as an 
advocate of the abdominal operation for ectopic pregnancy. I be- 
lieve, however, that cases showing signs of suppuration and sepsis can 
be better operated upon through the vagina than through the ab- 
domen, but non-infected cases of ectopic pregnancy can be very easily 
and safely operated through an abdominal incision. Many patients 
have been operated for ectopic pregnancy by the removal of one of the 
appendages, and have afterward become pregnant. The vaginal opera- 
tion is frequently difficult to do, and one is apt to do more damage 
by this than by the abdominal route. It is pretty well known that I 
favor the vaginal route of operation for many pelvic diseases, but for 
a reasonable proportion of cases of ectopic pregnancy I prefer the ab- 
dominal operation. I believe that ectopic pregnancies are much 
more frequent than we formerly supposed, and the rupture of an 
ectopic pregnancy into the broad ligament, so far as my experience 
goes, is much more common than is generally believed. It is true 
that some of the patients have got well without operation — that is, 
they gave every appearance of haemorrhage proceeding from the 
uterus, and, from the peculiarities of menstruation and the symptoms 
of the patient, gave the typical signs of ectopic pregnancy, followec} 
by rupture, and afterward by various symptoms not sufficiently 
severe, however, to call for operative interference. I have watched 
a number of such patients with hsematocele, and know that a number 
of them recover without operation, although there are cases with 
symptoms sufficiently grave to necessitate operation. 

I believe the extra-uterine pregnancies that give rise to those 
alarming haemorrhages that carry off the patients in a few hours are 
almost always early — five to seven weeks* pregnancies. I should like 
to hear from other Fellows in regard to this point. 

Dr. Henry B. Stehman : I would like to add to the case re- 
ported by Dr. Reynolds one in which I operated very successfully 
by the vaginal route. 
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Instead of a ligature I used the clamp, packing iodoform gauze 
around it and in the pelvis to arrest haemorrhage. 

In the majority of cases ectopic gestation is of tubal origin, and 
if the ovum becomes impregnated near the fimbriae and the tube is 
not adherent or the uterus retroflexed, the impregnated tube drops 
into the cul-de-sac. In the early weeks, where this condition exists, it 
seems to me that in the absence of peritonitis the vaginal route 
would seem quite desirable. 

Dr. Henry P. Newman : There is one objection that I have to 
the vaginal route in ectopic pregnancy. The great liability of im- 
plication of other organs has been hinted at, but not brought out very 
forcibly. As has been stated, we rarely, if ever, have ectopic preg- 
nancy in a healthy woman. Usually there is septic tubal disease. 
Consequently the vaginal route does not in all instances afford as 
good opportunity to recognize and deal intelligently with the compli- 
cations as the abdominal or as the combined method. In a recent 
case I had a most admirable and prompt recovery from an ectopic 
pregnancy operated on through the vagina, the patient leaving the 
hospital at the end of two weeks, while in another case the result was 
less satisfactory. I did not wish to operate through the vagina in the 
latter case, but the friends of the patient positively refused a cceliot- 
omy. Against my judgment the vaginal route was selected. There 
was evident involvement of the tube on the opposite side, or compli- 
cations which were surmised at the time but not accurately made 
out. Following partial recovery the patient had an attack of recur- 
rent peritonitis, and is not well at the present time. Cases will un- 
questionably be met with in which we may perhaps relieve the im- 
mediate danger but will not cure the patients. When an operation 
of this character is required, it can frequently be done better through 
.the abdomen, and all complications removed there and then. 

Another objection to the vaginal operation is inability in some in- 
stances to control haemorrhage. Ordinarily, the tying of the main 
arterial branches and the application of a firm tampon will accom- 
plish this, but it is not always reliable. The collateral circulation 
may be great, and there may be adhesions and distortions as well as 
displacements of the organs, but we can not reach these anatomical 
and pathological defects as readily by the vaginal as by the abdom- 
inal route. We should be governed by all these considerations in 
the selection of our method of operating. 

Dr. T. J. W ATKINS : I hope the Society will pardon me if I relate 
my experience with the vaginal operation for tubal pregnancy, as I 
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have made a number of these operations. I have recently operated 
on a patient who had had an abdomino- tubal abortion. The proba- 
ble diagnosis, however, before operation, was a small ovarian cyst. 
The tube, with the ovary attached, was very easily removed through a 
T-shaped incision in the posterior fornix. The pedicle was secured 
by a single forceps, the wound packed with gauze ; the forceps and 
gauze were removed at the end of thirty-six hours. The patient was 
up at the end of eight days, and left the hospital feeling perfectly 
well at the end of two weeks. Dr. Emil Ries made a careful micro- 
scopical examination of the scrapings from the uterus, and did not 
find any decidual cells. He also made sections of the tube without 
finding any decidua. The distal end of the tube was dilated so that 
I introduced my index finger into it for a distance of about two 
inches. The tube was surrounded by about four ounces of clotted 
blood, and was apparently empty. The probabilities are that the en- 
tire decidua had been expelled from the uterus, and that Dr. Ries 
may not have examined the portions of the tube which contained 
decidua, or that it may have been also expelled. The patient had 
menstruated regularly, but the '^ menstruation," which occurred about 
four weeks previous to operation, was profuse, protracted, and at* 
tended by very severe pain. 

A second interesting case was that of a patient with a tumor which 
extended up nearly to the umbilicus and down between the rectum 
and vagina. She gave a history of extra-uterine pregnancy, and had 
a temperature of 103^ with a rapid and feeble pulse. She was not 
able to be taken to the hospital, and her condition did not seem to 
justify abdominal section. A vaginal incision was made, and about 
two quarts of clotted blood were removed. An enlarged Fallopian 
tube was found at the upper part of the tumor, which was opened 
with the finger, and seven drachms of placental tissue scraped out. 
There was some haemorrhage, which was controlled with gauze pack- 
ing. The gauze was removed at the end of forty-eight hours, and 
double drainage-tubes inserted for drainage and irrigation. The 
patient made a somewhat tedious but very satisfactory recovery. 

During the last eighteen months I have operated on six other 
cases of extra-uterine pregnancy by the vaginal route, and in each of 
them there was a large hsematocele. In two or three of the cases the 
diagnosis was proved by scrapings from the uterus, and in some a 
thickened tube could be felt upon bimanual palpation with one or 
two fingers in the sac and the other hand over the abdomen. All of 
the patients recovered, although nearly all of them had an elevation 
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of temperature before the operation. One patient was badly infected 
by frequent curettage for suspected retained portions of placenta. 

The selection of the route of operation should, I believe, be de- 
termined in each individual case. When rupture has taken place into 
the broad ligament, the vaginal route is undoubtedly preferable. A 
diagnosis of rupture into the broad ligament or general peritoneal 
cavity can frequently be made by the distance the tumor extends 
downward. If the tumor extends some distance between the rectum 
and vagina, it is probably extraperitoneal ; if it is intraperitoneal, the 
tumor will not extend below the point where the peritonaeum is re- 
flected from the rectum to the uterus. 

Dr. J. T. BiNKLEV : The discussion has resolved itself largely 
into reports of personal experience. I have listened to the papers 
with a great deal of interest, and was very much pleased to hear the 
report of the case of Prof. Smith. 

I want to refer to the remarks made by Dr. Robinson — **that 
many cases operated upon need not be." He does not believe in 
"indiscriminate " operations. I wish to say that if the case of double 
ectopic pregnancy which he reports had been operated upon earlier, 
the woman would probably have been spared years of suffering. In 
this case there was ectopic pregnancy on both sides. The woman 
had been an invalid for years, had paroxysms of pain and all the 
symptoms of pregnancy of this character while under the care of the 
elder Dr. Byford, and was treated for weeks for peritonitis. Follow- 
ing this acute attack, the patient went about, but it was necessary 
to seek the advice and aid of a gynaecologist from time to time until 
about two years later, when there was a recurrence of the peritonitis. 
She rallied again, was around still under the care of a gynaecologist 
for a year or so, when her condition grew so bad that I was called to 
see her. I found a large fluctuating mass on either side of the uterus, 
and advised an operation, which was performed by Dr. H. T. Byford, 
who found double tubal pregnancy in both tubes. The foetuses were 
almost wholly destroyed by maceration. Ossification had developed 
to such an extent that the long bones, the ribs, and the skull were 
present in the mass on either side. 

Dr. Henrotin has asked our experience regarding the extent of 
haemorrhage in early cases. I know of three or four cases. One was 
operated upon by Dr. Van Hoosen ; the pregnancy was so recent 
that the ovum was discovered only by accident, with very extensive 
haemorrhage into the abdomen. I have had a similar experience. 
The patient fell in church on Sunday morning not long ago, was 
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brought directly to the Chicago Hospital, operated on, and the interne 
discovered the ovum in the mass, which was removed by washing it 
out over a wire netting. 

Dr. Henrotin : How far advanced ? 

Dr. BiNKLEY : Evidently not more than four or five weeks. I can 
not understand, in the case reported by Dr. Stehman, how he can 
tampon the abdominal cavity with any degree of satisfaction. There 
is not enough resistance to hold the tampon down against the bleed- 
ing surface. You may put in styptic gauze, but I do not see how any 
one can efficiently tampon the abdominal cavity for haemorrhage. It 
seems to me better to make the operation through the abdomen, so 
that the field of operation is in view, for I have seen blood clots as 
large as my fist displaced five or six inches from the seat of haemor- 
rhage. 

Dr. E. C. Dudley : I recall three cases of undoubted pelvic 
haematocele in which operations were contra-indicated by the extreme- 
ly low condition of the patient. One had just been delivered at 
term. Haematocele in this case, therefore, could not have been due 
to extra-uterine pregnancy. The other two cases were undoubtedly 
from ruptured extra-uterine pregnancy. In these two cases prepara- 
tions were made for operation, and I waited until the patients should 
rally sufficiently to permit coeliotomy. Both patients recovered, how- 
ever, without operation. I examined one last week and could scarcely 
find any trace of disease about the uterus. 

Dr. Henrotin's division of cases into septic and non-septic un- 
doubtedly has some bearing upon the question of route, whether it 
should be vaginal or abdominal. It is not, however, always possible 
before the operation to distinguish the septic from the non-septic cases. 
I think we may follow the same rule which applies to the removal of 
pus tubes. The vaginal route is desirable when the tumor is acces- 
sible — that is, low down and easily reached. When it rises up in the 
pelvis and is not easily reached, then, as in the case of high pus tubes, 
the abdominal route is desirable. In the vaginal operation the ovarian 
arteries are not accessible, and there is consequently greater danger 
from haemorrhage. The uterine arteries, however, are often more 
easily reached by the vaginal than by the abdominal route, and their 
ligation would doubtless have considerable influence in controlling 
haemorrhage. The shutting ofl" of the uterine arteries, as well as the 
ovarian arteries, will doubtless form at least an important part of the 
technique in the vaginal operation. 
; Dr. M. L. Harris : The abdominal and vaginal operations for ex- 
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tra-uterine pregnancy have been performed sufficiently often to enable 
rules to be formulated as to the selection of the route of operation. 
The vaginal operation has now. been performed in hundreds of cases 
by different operators, especially by Herman, Kossmann, P^an, 
Schauta, Diihrssen, Martin, and Schroeder, so that we should be able 
to lay down some rules from their experience as to the better method 
to pursue in a given case. Schauta had forty per cent, mortality by 
the vaginal route. Of sixteen patients operated upon by him per 
vaginam^ six died, and this is too high a mortality for this method. 
Vullier was obliged to abandon the vaginal operation on account of 
the difficulties encountered. Martin, with an experience of fifty-six 
vaginal operations for extra-uterine pregnancy, concludes that the 
abdominal route is by far preferable, and believes it should always 
be selected unless there are special reasons for adopting the vaginal 
method. The rules which he formulated for selecting the vaginal 
route are : i. That no case in which the mass is larger than the 
fist should be removed through the vagina. 2. That no operation 
should be attempted through the vagina in which the mass is fixed 
to the wall of the pelvis by involving the infundibulo -pelvic liga- 
ment. He has encountered extreme difficulty in operating through 
the vagina for this condition and has had serious results. It is 
necessary, in these operations, to control not the uterine, but the 
ovarian artery. The danger of haemorrhage comes from the ovarian 
artery, and in any case in which the mass is fixed to the wall of 
the pelvis, any operation which does not admit of free access to 
the ovarian artery should be looked upon as extremely dangerous. 
Consequently he says that in all such cases we should operate 
through the abdomen. These are the only rules which have been 
laid down from experience to guide us, but it seems to me they 
are very important, and Martin's experience of fifty- six cases is suffi- 
cient to enable one to form an opinion as to the better method to 
select. 

Dr. G. W. Reynolds (closing) : The patient had visited from 
time to time several distinguished gynaecologists in this city, who 
made the same diagnosis that I did. I do not believe that any one 
could have made a correct diagnosis in this case. 

It is our duty to operate in every case of ectopic pregnancy, on 
account of the great dangers attending this condition if the patient 
is allowed to go without operation. When the rupture takes place 
between the folds of the broad ligament and is extraperitoneal, as in 
this case, the fatty tissue will become absorbed and the bones of the 
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foetus remain ; consequently rupture into the rectum or blaxlder may 
subsequently take place, or, if pregnancy should again occur, it would 
interfere with delivery, or perhaps be the cause of miscarriage or 
fatal sepsis. 

In regard to the dangers of the vaginal route, in cases where we 
can reach the mass as readily as I did in this case, I think they are 
much less than in abdominal section. If the tumor had been a sub- 
serous myoma, I am satisfied I could have removed it much more 
easily and with less danger through the vagina than through an ab- 
dominal incision, as the uterus moved with the tumor. 

Haemorrhage is the great bugbear in all cases of ectopic preg- 
nancy, whether the operation be vaginal or abdominal. In cases 
where a profuse haemorrhage with syncope or collapse occurs, the 
rupture takes place near the fimbriated end of the tube. In cases of 
rupture near the base of the tube the escape is into the folds of the 
broad ligament, as in this case. 

I would advocate the vaginal route only in exceptional cases. I 
prefer the abdominal route in the majority of cases, because the rup- 
ture ordinarily takes place into the free peritoneal cavity. Abdom- 
inal section is certainly indicated when the haemorrhage is intraperi- 
toneal. The vaginal method may be resorted to when the haemor- 
rhage is extraperitoneal. 

Dr. Charles N. Smith (closing) : There seems to be a misunder- 
standing on the part of one of the gentlemen as to the route which I 
employed in operating on the case reported. I did not go through 
the vagina in ray operation, but did a coeliotomy ; nor would I favor 
the vaginal route in those cases where the haemorrhage is intraperi- 
toneal. I tried that route once, but do not want a similar experience, 
as my patient nearly bled to death before I could control the haemor- 
rhage. It was only by opening the abdomen that I was able to secure 
the bleeding vessels. 

I did not advise, as presumed by Dr. Robinson, operation in every 
case of tubal abortion. On the other hand, I distinctly stated that 
when the haemorrhage was slight and the abortion complete, under 
which circumstances the haemorrhage is not liable to recur, absorp- 
tion of both blood and ovum might take place. Further, I stated 
that haemorrhage might occur into the ovum, causing its death and 
rendering it apoplectic, yet neither dislodging the ovum from the 
tube nor causing a haematocele, and that in such cases absorption 
might follow. 

What I did advise was operation in every case of intraperitoneal 
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haemorrhage. It is begging the question to ask if operation is to be 
performed when the haemorrhage is limited to but a few drops. No 
one could diagnose such a haemorrhage. A haemorrhage of such 
severity as to produce symptoms and signs sufficient for diagnosis 
should be met by operation. 

I would like to know the life history of the patient at the County 
Hospital who died of typhoid fever, with a large apoplectic ovum 
sepultured within the tube. I would like to know of the weeks, 
months, or possibly years of suffering experienced by that woman. 
Much of interest in that case could be learned outside the dead- 
house. It would, in all probability, prove to be a counterpart of the 
case upon which Dr. Binkley has shed so much valuable light. 

On motion of Dr. Henrotin, the thanks of the Society were ex- 
tended to Dr. Smith for the report of his interesting case. 

The following resolutions were presented and unanimously 
adopted : 

Inasmuch as Divine Providence has removed from our midst our 
late Fellow and President, 

William Wright Jaggard, 

Be it Resolvedy That we, the members of the Chicago Gynaeco- 
logical Society, desire to place on record our deep appreciation of 
our deceased Fellow, recognizing in him a man of tenacity of purpose, 
brusque but kind withal, conscientious in his work, a logical thinker, 
an obstetrician of brilliant attainments, a teacher of the highest type, 
a debater without an equal, a man with all the mental accomplish- 
ments of years of hard study always at his command — a genius ; 

Resolvedy That we desire to express to his family our grief at his 
untimely death, which we deeply deplore ; 

Resolved, That a copy of these resolutions be forwarded to his 

nearest relatives, and a copy be spread upon our minutes. 

E. J. DoERiNG, Committee. 
Adjourned. 

Official Transactions. T. J. Watkins, Editor, 
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ANTERIOR SUSPENSION OF THE UTERUS AND 

SHORTENING OF THE ROUND LIGAMENTS 

BY VAGINAL SECTION* 

By Henry T. Byford, M. D., Chicago. 

Since Dllhrssen and Mackenrodt first published their methods of 
vaginal fixation of the uterus, the medical periodicals have been so 
full of these operations and their modifications that it would be super- 
fluous for me to give to the members of this Society a historical re- 
view of the subject. Presuming, therefore, upon your familiarity with 
what has been accomplished, I will briefly describe an operation de- 
vised by me, which is practically a development from these pro- 
cedures. It consists, briefly, in (i) anterior colporrhaphy ; (2) suture 
of the fundus uteri to the peritoneal covering of the upper portion of 
the bladder ; (3) suture of the round ligament to the uterus above its 
normal uterine insertion at a point as far toward the pubic end as can 
be graspei; and (4) closure of the vaginal wound in such a way 
that the bladder regains its vaginal and uterine attachments, and the 
connective tissue from either side of the anterior fornix is drawn to- 
gether in front of the uterus and forces the cervix backward. 

The steps of the operation are as follows : Dorsal position. 
Thorough disinfection of the shaved vulva and perinaeum and the 
vagina with soft soap and scrubbing brush or gauze, then with alcohol, 
and finally with corrosive-sublimate solution. Curettage of the uterus, 
and disinfection of the endometrium (corporeal and cervical) with 
ninety- five-per- cent, carbolic acid. A strong silk thread is then 
passed through both lips of the cervix, which is used to draw the uterus 
toward the vulva, the vaginal walls being held apart by retractors. A 
transverse vaginal incision three centimetres long is made immedi- 
ately in front of the cervix, and the bladder is separated from the 
uterus by the finger. A median incision is made from the middle of 

 Read. For Discussion^ see page 202. 
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the transverse incision, forward along the anterior vaginal wall for 
five centimetres, and the bladder separated from the vagina one or 
two centimetres on either side. The finger then tears through the 
peritonaeum at its junction with the uterus, and examines the append- 
ages. If the latter are adherent, they can usually be released, and 
if badly diseased, they can be drawn into the vagina and treated or 
removed, and small fibroids, if present, can be removed from the 
uterine walls. 

After drawing down the cervix and retracting the anterior vaginal 
wall and bladder with a long retractor, the anterior uterine wall is 
exposed to sight and grasped with tenaculum forceps. A curved 
haemostatic forceps is then passed up behind the bladder, under 
guidance of the finger, and made to grasp the bladder peritonaeum 
and pull it down into view, and another forceps applied higher up 
to gently pull the parts down, and so on until the peritonaeum, 
which was over the top of the bladder and behind the upper portion 
of the symphysis pubis, can be seen. Two long sutures of chro- 
micized catgut are passed through the peritonaeum at this point as 
high as possible and about a centimetre and a half to either side 
of the median line, and the bladder released, except as it is held by 
the long catgut sutures. The anterior wall of the uterus, already 
grasped by tenaculum forceps, is pulled into the vaginal opening, 
and the sutures are passed through the fundus uteri about the same 
distance on either side of the median line as they have been passed 
through the bladder peritonaeum. This is easily done by the aid of 
a rurved needle on a handle. All blood is now sponged out of the 
pelvis and the sutures tied and cut off, bringing the fundus uteri 
firmly up against and over the bladder about an inch behind the 
pubic bones. 

The suspended uterus is now exposed by the vaginal retractors, 
whereupon the origin of the round ligaments can be seen. The in- 
dex finger or a haemostatic forceps pulls a loop of the left round liga- 
ment out into the vagina and draws it down until it is taut. Then a 
chromif:ized catgut suture is passed through it as near the inguinal 
end as practicable, and also through the anterior uterine wall directly 
above the visible place of origin of the ligament, and is tied. This 
draws the parts together, and the shortened ligament acquires an 
attachment a trifle nearer the fundus than before. The same is done 
on the right side, and thus both round ligaments are shortened and 
the general peritoneal cavity practically shut off. 

In closing the wound, the sutures, which should include the con- 
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nective tissue under the bladder, are passed transversely, beginning 
at the end nearest the vulva, and restore the bladder to its original 
relation with the vagina. The transverse incision in front of the cer- 
vix is now closed by sutures so placed as to draw the two ends, which 
were three centimetres apart, together in the median line, thus not 
only drawing the connective tissue together in front of the cervix 
but also lengthening the anterior vaginal wall and pushing the lower 
end of the cervix backward. A few inches of a narrow strip of 
iodoform gauze are pushed into the wound and the end left hanging 
out near the cervix. It is removed in twenty-four hours. The pa- 
tient is kept in bed for three weeks. No pessary is required. 

After the operation bimanual examination shows the cervix to be 
eight or ten centimetres from the subpubic ligament, and the fundus 
to be over the bladder and behind but not over the pubes — that is, 
the uterus is in a normal position. In my first case I sutured the 
uterus to the bladder but did not shorten the round ligament, and 
had occasion to immediately open the abdomen from above to re- 
move some omental tumors discovered during the operation. I saw 
the fundus uteri behind the pubes in about normal position and at- 
tached to the upper portion of the bladder, the sutures being con- 
cealed. I put in another suture from above, but the knot of this one, 
unlike the others, was exposed in the peritoneal cavity and demon- 
strated the advantage of introducing the sutures from below. 

Cases. 

I have done this operation eight times, although in my first opera- 
tion I did not shorten the round ligaments, and in the last only I 
closed the transverse incision so as to approximate the ends instead 
of the sides. The operations were done on the following dates of 
this year : February 5th and nth, March nth (two cases), 12th, 17th, 
24th, and 28th. 

Case I. — Mrs. C. had retroversion ; had been almost bedridden 
for two years, and was unable to come to my office for examination. 
I removed an enlarged ovary with a large corpus luteum hsematoma, 
and then some small fibroid tumors of the omentum, by an abdom- 
inal incision. I found a trace of blood on either side of the bladder 
that came from the raw surfaces on the anterior wall of the cervix 
uteri. This would have been prevented had I shut off the peritoneal 
cavity laterally by shortening the round ligaments, as in my later 
cases. The patient now has no abnormal symptoms and is growing 
strong. 
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Case II. — Mrs. C. Retroversion ; enlargement of both ovaries ; 
prolapse of the left ovary. Unable to come to my office. Attacks of 
intense pelvic pains requiring opiates for their relief, and deterioration 
of health. Came to my office two months after operation. No attacks 
of pelvic pain since operation. Uterus in normal position. This pa- 
tient had a temperature of 102° during the second week. Fearing 
an abscess, I forced my finger into the tissues above the cervix for 
half an inch at the end of the second week, but found very strong 
union of the parts and no pus, although she complained of pain and 
tenderness in the bladder. Both pain and temperature subsided 
upon the administration the same night of one full dose of morphine. 
Whether the catgut became infected or not I can not tell, but no pus 
was found. The disturbance was probably due in a great measure to 
the restlessness following the sudden stopping of the opiate which 
she had previously taken for pain. Bladder symptoms have disap- 
peared. 

Case III. — Miss McC, virgin. Retroversion, endometritis, and 
enlarged ovaries. Hysterical. Chronic sufferer in spite of treatment. 
Normal temperature from time of operation. A slight pain in left 
iliac region similar to that before operation was felt during the first 
week she was allowed out of bed, but it has since disappeared. No 
bladder symptoms. 

Case IV. — Miss W. Retroversion, endometritis, and enlarged 
ovaries. Patient had suffered a long time, and was obliged to give up 
her position in a store. Vaginal entrance was so small that a specu- 
lum examination was impossible. No unusual difficulty experienced 
in performing the operation. No elevation of temperature after op- 
eration. All symptoms have so far disappeared, except a feeling of 
general weakness. 

Case V. — Miss Jennie M., virgin. Unable to work. Neuras- 
thenia, pelvic pains, etc. Operation performed in public hospital. 
Temperature during third week 101° to 102° F. Shallow pit at site 
of gauze drainage probably due to cat<ut infection. Uterus normal 
in position. An old pain in the left leg is all she complains of. 

Case VI. — Miss Y., virgin. Retroversion, endometritis, and en- 
larged ovaries ; right ovary size of large egg and cystic. Invalidism 
for years. Removed right ovary. Patient got up out of bed during 
the second week. No symptoms referable to operation except slight 
infection of bladder from prolonged use of catheter. 

Case VII. — Mrs. O. Prolapse of uterus, cervix appearing at the 
vulva, with anterior and posterior colpocele. This was the first case 
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in which I drew the ends of the transverse incision together in the 
median line. I also removed a longitudinal strip of vaginal tissue on 
either side of the median-line incision so as to narrow the vagina. 
Emmet's perinaeorrhaphy. This case presented more difficulty in 
suturing the uterus and ligaments than the virgin cases, on account of 
the redundancy of tissue. 

The uterus has, so far, remained in position in every case. 

This method of operating possesses, I think, the following recom- 
mendations : 

1. It is not a dangerous method in competent hands. 

2. It is efficient. 

3. It possesses an advantage over vaginal fixation in that the po- 
sition ot the uterus is normal, the bladder resumes its normal relation 
to the uterus and vagina, and there is only slight liability to compli- 
cation in childbirth. The attachment of the fundus is peritoneal and 
less firm than that from ordinary ventral fixation, and will undoubt- 
edly stretch during pregnancy. 

4. It is more easily performed than Alexander's operation, and 
there is greater certainty of its successful completion. 

5. It gives access to the peritoneal cavity and thus affords an op- 
portunity for accurate diagnosis, for the separation of adhesions, and 
for the treatment or removal of diseased tissues. 

6. Patients prefer it to Alexander's operation with its two external 
incisions, or to ventral fixation with its abdominal wound. They 
feel less inconvenience after it, and never see or feel their wound. 

7. There is no danger of hernia. 

The above-described operation resembles in some respects the 
operations described by Wertheim a month later than my first opera- 
tion {Centralblatt fiir Gyndkologie^ March 7, 1896), and by Bode 
{CentrcUblcUt fUr Gyndkologie^ March 28, 1896). but is essentially dif- 
ferent. Drawing down the peritonaeum from behind the pubes into 
the vagina and stitching it to the fundus is entirely new so far as I 
know. Stitching the shortened round ligament to a higher place on 
the uterus is also different from Wertheim's methods of stitching the 
round ligament to the vaginal edges, or to the bladder at the reflec- 
tion of the peritonaeum, or of taking a reef in the ligament by sewing 
together a fold of it. 

I prefer to combine the suspension over the bladder with shorten- 
ing of the ligaments, because I do not think that the peritoneal at- 
tachment alone should be made to hold the fundus forward, and be- 
cause the round ligaments alone might not prove sufficient. 

34 Washington Street. 
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ETIOLOGY AND PATHOLOGY OF EXTRA-UTERINE 

PREGNANCY* 

By W. H. Rumpf, M. D., Chicago. 

j£tioiof[y. — The aetiology of extra-uterine pregnancy can not be defi- 
nitely stated until we have a more exact knowledge of the process of 
impregnation in normal pregnancy. It will be necessary to consider 
the latter in a few words. The ovum is normally carried into the 
uterus by the ciliary movement of the epithelial lining of the tube 
and by the peristaltic action of the tube toward the uterus. Added 
to this there may be some mechanical influence exerted by the peri- 
stalsis of the intestines, the force of gravity, resp ration, capillary at 
traction, and voluntary movements of the muscles. This part of the 
migration of the ovum is much more easily explained than is the 
manner in which it reaches the tube. 

The theory of the erectile nature of the fimbriae and the ejacula- 
tion theory in which the ovum is in the first case drawn into the tube 
by the retracting arms and in the second hurled out of the follicle 
with considerable force, have been practically abandoned. The most 
natural course would seem to be the following : A ripe follicle bursts, 
and the ovum, surrounded by a somewhat sticky fluid, slowly emerges 
to the surface of the ovary. From here it may take two diflierent 
courses : it may either get into the peritoneal cavity and die, or it 
may be taken along by the capillary stream until it meets one of the 
fimbriae, and from there it will be helped into the pavilion of the 
tube by the ciliated epithelium. 

The next consideration of importance is the place of impregna- 
tion. Nature has provided in the voluminous folds of the distal end 
of the tube an excellent meeting place for spermatozoon and ovum, 
and, if an analogy may be drawn from many experiments on animals, 

• Read. 



The Chicago Gynecological Society, 175 

this is the place where fertilization usually takes place. The aetio- 
logical factors that would favor a lodgment of the fertilized ovum 
outside of the uterus — that, in other words, would cause an extra- 
uterine pregnancy — must be looked for either in the ovum itself or in 
the path along which it must travel to the uterus. Perhaps too little 
attention has been paid to a possible pathological condition of the 
ovum as a cause of ectopic pregnancy. The ovum, when discharged 
from the follicle, is surrounded by a structureless granular layer of 
protoplasm, which may have some function in permitting an easier 
coaptation of the ovum to the place where it finally becomes imbedded. 
How far a pathological condition of the ovum may influence this 
granular layer to premature activity is at present only a subject for 
conj . cture. 

A second aetiological factor may be found in an antiperistaltic 
movement of the tube. This may occur in consequence of fright or 
excessive sexual excitement, and may cause an ectopic imbedding of 
the ovum. The vast majority, however, of ectopic pregnancies point 
to a pathological condition of the tube as the primary aetiological 
factor. 

Until recently the generally accepted opinion was that the destruc- 
tion of the mucosa of the tube was necessary for the imbedding of 
the ovum. This was founded on the assumption that in normal preg- 
nancy the most favorable condition for the lodgment of the ovum was 
created by the menstrual shedding of a part of the uterine mucosa. 
Bland Sutton (i), Veit(2), Hofmeier(3), Webster (4), Martin (5), and 
others have found that the mucosa is nearly normal at the place of in- 
sertion of the ovum. In other words, as an ovum will not imbed itself in 
a uterus whose mucosa is diseased, it will not imbed itself in an entirely 
diseased tube. The tube may contain evidences of acute or chronic 
salpingitis in many places, but at the place of imbedment of the ovum 
it is healthy. It is quite evident, however, how the various forms of 
salpingitis may form aetiological factors in ectopic lodgment of the 
ovum. The ciliae may be destroyed to a greater or less extent and 
the ovum thus deprived of this necessary propelling force ; or the tube 
may become partly occluded, permitting the passage of the spermato- 
zoon only ; or, finally, it may be closed completely, and fertilization 
may take place by the passage of the sperma through the healthy 
tube and across the abdominal cavity. Hernial pouches of the tube 
produced by protrusion of the mucous membrane through separated 
bundles of muscular fibers, as well as accessory tubes, constitute 
further predisposing conditions to ectopic gestation, and, finally. 
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mechanical obstructions other than those caused by inflammations 
within the tube itself may be present In this category may be men- 
tioned : 

1. Abnormal convolutions of the tube due to congenital malfor- 
mation. 

2. Enlargement of the organs surrounding the tube. 

3. Old inflammatory bands and adhesions. 

Pathological Anatomy » — According to the place of attachment of the 
ovum, we make the classiflcation of tubal, ovarian, and abdominal preg- 
nancy. The first of these is again subdivided by the natural division 
of the tube into three classes — interstitial, isthmic, and ampullary 
pregnancy. 

1. Interstitial pregnancy is not very frequent and is often con- 
founded with pregnancy in the horn of a rudimentary uterus. Ac- 
cording to Haecker (10), it occurs principally in women who have had 
several children. The left side is more frequently affected than the 
right ; in seventeen out of twenty-four cases Haecker found it insol- 
vent. In the beginning of pregnancy a swelling in the horn of the 
uterus is noticeable, which becomes more sharply marked as preg- 
nancy advances. The round ligament has a characteristic position. 
]t lies lateral to the foetal sac, whereas in tubal pregnancy it is the 
median line. In its further development the interstitial pregnancy 
may approach nearer to the uterus and a tubo-uterine pregnancy may 
result. 

2. Isthmic pregnancy may occur in the portion of the tube between 
the ampulla and the uterine insertion. This usually takes place in 
the middle of the tube, which is enlarged and fusiform in shape. 
The wall of the tube is either universally hypertrophied, or is thinned 
out at one particular spot According to Werth, the posterior wall ot 
the tube has a peculiar disposition to become thinned out. 

3. Ampullary pregnancy is by far the most common form of ectopic 
pregnancy. If the ovum is lodged near the infundibulum of the tube, 
it may partly project into the abdominal cavity and give rise to a 
tubo- abdominal pregnancy, or it may lodge partly on the ovary and 
be called tubo-ovarian pregnancy. 

So-called secondary forms of tubal pregnancy may occur in the 
following varieties : {a) intraligamentous and (^) secondary abdom- 
inal. In the first variety the ovum in its development gradually 
separates the two folds of the broad ligament, and as the muscular 
elements of the tube thin out they may finally disappear altogether, so 
that the foetal sac is formed entirely by broad -ligament folds, or the 
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ovum may rupture the tubal wall and lodge between the folds of the 
ligament underneath the tube. Secondary abdominal pregnancy will 
occur either when the fruit sac ruptures or when the ovum makes 
its exit entirely or in part through the abdominal end of the tube. 

The course which extra-uterine pregnancy takes may be varied. 
All forms may be carried on to term, or may even remain in the 
body for years after the death of the foetus. In the majority of cases, 
however, the pregnancy is interrupted during the first four months. 
Either rupture of the sac or absorption of the ovum takes place. To 
the latter condition especial attention has been called by Werth (7). 
Without causing rupture of the sac walls, a considerable haemorrhage 
may arise from the place of insertion of the ovum after the death of the 
foetus, which will usually flow through the abdominal ostium of the 
tube into the cavity and produce an intraperitoneal haematocele, or, if 
the ostium be closed, will produce a haematosalpinx. The causes 
assigned for the rupture of the tube are the increased pressure on 
the one hand and the weakening of the tubal walls through the pene- 
trating chorionic villi on the other. When the latter undergo degen- 
eration, as is often the case, this weakening influence is especially 
pernicious. 

The origin of the haemorrhage is in the placenta, and from there 
the blood flows in the direction of least resistance. The rupture of 
the foetal sac is not always coincident with the rupture of the tube ; in 
fact, the foetal membranes seem to possess a greater power of resistance 
than the more friable tissues of the tube. 

The tubal abortion may be of two kinds ; either complete, in 
which the ovum is cast out entirely with only a few chorionic villi re- 
maining, or incomplete — that is, more or less of the ovum is left in 
the tube. In both rupture and abortion a blood clot will be found 
at the place of insertion of the ovum, which may, especially in abor- 
tion, attain great dimensions. In these coagula may be noticed 
occasionally several concentric layers of different colors, showing that 
haemorrhages have occurred at different periods. In every rupture 
and in most abortions we find that a free haemorrhage has occurred 
in the abdominal cavity, which upon coagulation produces either 
a haematocele or a haematoma in the broad ligament. 

I come now to some characteristic changes in those parts of the 
genital tract not directly affected by the pregnancy. All the organs 
participate in the hypertrophy. The vagina widens, its lumen becomes 
greater, the mucosa is more succulent and takes on a livid discoloration. 

The changes in the uterus are more marked and more constant. 
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It becomes hypertrophied, the musculature thickens, the cavity en- 
larges, and the cervix becomes soft and patulous. The most conspic- 
uous changes occur in the mucosa of the uterus and the upper por- 
tion of the cervix. This partakes entirely of the nature of a decidua, 
which is expelled at the death of the foetus or at the end of pregnancy. 
This decidua is very constant. In forty cases Haecker (10) found 
only three in which it was not present. In these three the enlarged 
uterus showed a smooth surface covered with a slightly sanguino- 
lent mucus. If the decidua is present, the mucosa has no smooth 
surface, but is furrowed by more or less deep grooves. 

The microscopical appearances of the mucosa in ectopic pregnancy 
was first clearly described by Ercolani and afterward by Langhans (11), 
Leopold (9), and many others. Langhans found in a two months' tubal 
pregnancy almost the identical condition that the mucosa presents in 
a four months' intra-uterine pregnancy. Three layers can be plainly 
discerned. A deeper one, in which the glands are slightly developed ; 
a middle layer, in which they are greatly widened out ; and a super- 
ficial one, in which there is a very compact layer of large decidual 
cells. He found the boundaries of these layers less strongly marked 
than in normal pregnancy. The nearer to the uterus the implanta- 
tion of the ovum, the more conspicuous are these changes in the 
mucosa. The musculature likewise hypertrophies. 

The uterus may attain a length of from ten to eighteen centi- 
metres. Having attained a certain size, corresponding to about the 
third month of normal pregnancy, its development stops, and fre- 
quently even involution takes place. The latter is always the case as 
soon as the extra-uterine pregnancy is arrested in its development. 
In the latter case the uterine decidua is thrown out, generally in its 
entirety, presenting a perfect cast of the cavity. The decidua is 
from three to seven millimetres thick. 

Microscopic changes in the ovum are as follows : The chorionic 
villi are covered by a double layer of epithelium, one arising from the 
foetus, and the other, the so-called syncytium, from the tube. In the 
examination of coagula derived from an extra-uterine pregnancy great 
importance attaches to the finding of chorionic villi. Decidual cells 
are only rarely found, but that they are found in tubal pregnancy is 
admitted by all investigators. The origin of the decidua is explained 
in three different ways : 

1. From white blood-corpuscles. 

2. From glandular epithelium. 

3. From connective- tissue cells. 
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The consensus of opinion seems to favor the latter way. The 
connection between the chorion and decidua serotina is not so in- 
timate as in uterine pregnancy. The formation of a decidua vera is 
confined to the immediate neighborhood of the ovum. The presence 
of a reflexa can undoubtedly be proved in a great many cases. The 
further development and construction of the placenta is exactly the 
same as in uterine gestation. 

Microscopic findings in the fruit sac are as follows : In most 
freshly ruptured cases hyperplasia and hypertrophy of the muscular 
elements of the tube can be found. With increasing growth of the 
ovum the fruit-sac walls become continually thinner, so that in some 
places the wall consists only of fibrillary connective tissue, the mus- 
cular elements disappearing completely. The vessels are always 
found in great abundance, and we often notice haemorrhages into the 
surrounding connective tissue. The muscular hypertrophy may, 
however, continue until the end of pregnancy. 

The peritonaeum gives rise to many interesting changes. Fibrin- 
ous exudates are frequently found on the peritoneal covering of the 
afifected organ, which may cause pseudo-membranes and adhesions 
with neighboring organs. Occasionally hypertrophy of the peritoneal 
epithelium has been found, a condition which Walker (6) and Dob- 
bert (12) have described as characteristic of abdominal pregnancy. 
The enormous vascularity is also much marked. 

Although the cases are few, there are undoubtedly some reliable 
reports of ovarian piegnancy. The ovary forms the foetal fruit sac 
and enlarges accordingly. Three distinct layers are described : An 
outer layer, poor in cells ; a middle layer, rich in cells and contain- 
ing numerous corpora lutea ; and lastly a layer of endothelial cells 
lining the cavity of the fruit sac. 

The fruit sac in abdominal pregnancy shows varied formations. 
Cases have been described in which the ovum was found in a peri- 
toneal sac, shut off entirely from the rest of the cavity. The placenta 
was inserted in the wall of this sac. In a second variety of cases the 
ovum was also shut off from the general peritoneal cavity by adhe- 
sions of the neighboring intestines, mesentery, and peritonaeum. A 
third variety has been reported in which only a partial shutting off 
was effected by intestinal adhesions, and finally some cases have been 
observed in which the chorion, amnion, placenta, and foetus lay free 
in the abdominal cavity. The critique of the cases of abdominal 
pregnancy must be very strict, and all cases in which muscular fibers 
are said to have been found in the sac wall may be considered to 
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have had a primary tubal origin. Undoubtedly an analogous condi- 
tion is found in the lower animals, but this is more easily accounted 
for by the less firm insertion of the placenta. A perfectly described 
case of undoubted abdominal pregnancy does not exist. 

Fate of the Fatus, — In all cases of undisturbed ectopic pregnancy 
the foetus dies sooner or later, with the exception of the very rare 
cases of interstitial pregnancy, where the foetus may develop toward 
the uterine end of the tube and finally escape /^r vias naturales. Dis- 
section has shown that the deaths have been due to asphyxiation. If 
the foetus gets into the abdomen in the early part of its existence, it 
may be completely absorbed. 

In older foetuses we find either a sort of mummification leading to 
a formation called lithopaedion, or a maceration of the soft parts, 
only the bones remaining. In the latter condition suppuration and 
breaking through into neighboring organs may result. The lithopae- 
dion formation is certainly a less dangerous condition, and a foetus 
thus changed may remain in the body indefinitely. 

It must, in conclusion, be mentioned that in most foetuses carried 
to term, we find some sort of malformation in consequence of the 
cramped conditions and the impaired nutrition. 
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DIAGNOSIS OF ECTOPIC GESTATION* 
By C. S. Bacon, M. D., Chicago, 

Professor of Obstetrics, Chicago Polyclinic 

In presenting a few of the important points connected with the 
diagnosis of ectopic pregnancy, I naust admit that there is little or 
nothing new to offer. During the last six or eight years there has 
been no great advance in this field. At least no new diagnostic criteria 
of especial worth have been discovered or established. While little by 
little the pathological anatomy of this condition is becoming better 
known, and while the principles and methods of treatment are being 
established and the therapeutic results are constantly improving, the 
advance in diagnosis consists chiefly in the fact that attention is being 
called more and more to the frequency of the condition. All prac- 
titioners of medicine, both general and special, now keep in mind the 
possibility of the occurrence of ectopic gestation, and thus many cases 
are discovered which were formerly overlooked. The fact that hsemat- 
ocele and haematoma are almost always due to ectopic pregnancy is 
now generally recognized as such by specialists, and is becoming uni- 
versally understood. 

The increased interest in the subject has improved diagnosis. 
On the other hand, the proposition to curette the uterus in order to 
obtain uterine decidua for microscopic examination which was made 
a few years ago and which, it was hoped, would prove a great addition 
to our diagnostic resources, has been somewhat disappointing. 

With the supposition that a uterine decidua always existed in preg- 
nancy, which could be easily demonstrated by the microscope, and 
thus prove the existence of pregnancy, and that the presence of de- 
cidua and the absence of foetal membranes in the uterus proved the 
existence of ectopic pregnancy, curettage in suspected cases seemed a 

* Read. 
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most reasonable procedure. The fears were urged that curettage 
would provoke uterine contractions, and contractions of the tubal sac 
do not seem to have been realized, for curettage has proved no more 
dangerous than bimanual palpation. The danger of producing abor- 
tion in intra uterine pregnancy is shared by the introduction of the 
sound to determine the condition of the uterine cavity. This danger 
one is fully justified in incurring on account of the great importance 
of estabtishmg a diagnosis. The results of the procedure, however 
have been disappointing. Wyder, the advocate of the method, failed 
in his first case. Martin has failed twelve times. In five cases he 
did not find decidual tissues. The cases were nevertheless operated 
on and tubal pregnancy found. In other cases tissues that were con- 
.sidered decidual were found in cases of gonorrl ceal salpingitis. 

This failure to find characteristic decidual tissue can not be due 
to absence of those decidual changes of the uterine mucous membrane 
first described by Ercolani, and since confirmed by so many other 
observers. It is more probably explained by the occurrence of degen- 
erative changes in the uterine decidual membrane which are not yet 
fully understood. The various descriptions of this membrane do not 
correspond in all respects. The investigations of Dobbert are among 
the latest, and his results agree substantially with those of Langhans 
and others in showing three layers — the superficial compact layer 
of decidual cells without glands, the middle spongy layer with dilated 
gland spaces and little connective tissue, and the deeper layer with 
the base of the glands and comparatively unchanged connective- tissue 
cells. After spontaneous expulsion of the decidual membrane only 
patches of the inner layer were found, which of course one tnight easily 
fail to recognize as decidual. The superficial and glandular epithe- 
lium of the outer layers sometimes disappears more or less completely. 
When present, the cells are shorter and more cubical. The transfor- 
mation of the uterine membrane into a decidual membrane takes place 
more rapidly when the foetus is located near the uterus, as in an inter- 
stitial pregnancy. The change may not be as great in an ampullar 
pregnancy of three months as in an interstitial pregnancy of one and 
a* half month. Certain changes of a degenerative nature sometimes 
occur in the superficial decidual layers, even when they remain t'n siiu^ 
which tend to render them less recognizable and to lessen their diag- 
nostic value. These changes have not been sufficiently studied, and 
the fact remains that inability to find decidual tissue is not proof of 
the absence of pregnancy. 

Can decidual tissue exist, however, without the presence of preg- 
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nancy ? The claim that was made by C. Ruge some years ago, that 
decidual cells are sometimes found in cases of endometritis, has not 
been recently supported, and the three cases of Ruge, Leopold, and 
Overlach still stand alone. The criticism of Wyder has shown that 
in none of these cases was pregnancy absolutely excluded. Attention 
has also been recently called to the fact that decidual cells may pene- 
trate the muscularis and be found some weeks or even months after 
the close of pregnancy. I recall a case of this kind reported by 
Chiari. Therefore, in the absence of other confirmatory observa- 
tions, I think the cases of Ruge and Overlach can no longer be 
used to controvert the long-established doctrine that the production 
of decidual cells occurs only in pregnancy. There may be more un- 
certainty concerning the changes in the glandular and superficial epi- 
thelium. In general it must be admitted that the presence of decidual 
membrane is proof of pregnancy. Of course the presence of fcetal 
structures — for example, chorionic villi — shows uterine gravidity and 
so speaks against extra-uterine gestation. 

It remains true, however, that this proposed method of making a 
sure diagnosis of extra-uterine pregnancy has proved to some extent 
a failure, and the uncertainty in diagnosis which still exists is well 
illustrated by the statistics of von Schrenck, who found only two hun- 
dred and twenty-one correct diagnoses out of six hundred and ten cases. 

In considering the subject of diOferential diagnosis it will be con- 
venient to make two periods of ectopic gestation — namely, the first 
four months and the later months. The first period is the most im- 
portant, since few cases progress beyond it. In the first period the 
diagnosis can never be absolute unless the presence of an undoubted 
decidua graviditatis can be found in the uterus with no chorionic ele- 
ments. In the second period an absolute diagnosis can be made from 
the foetal heart sounds and the movements of the foetal body. 

The diagnosis must deal with the changes produced by pregnancy 
in various locations. These we classify as interstitial or tubo-uterine ; 
isthmic ; ampullary ; infundibular, or tubo-abdominal, or tubo-ovarian ; 
and cornual. We must also observe the changes produced by extra- 
peritoneal and intraperitoneal rupture of the fruit sac, complete and 
incomplete tubal abortion, the resulting haematocele and hsematoma, 
and the death of the fruit followed by absorption, maceration, mum- 
mification, calcification, or suppuration. 

The diagnosis is made by study of the symptoms and by physical 
examination. The chief symptoms of importance in diagnosis are 
irregularity of menstruation ; pain ; effects of internal haemorrhage ; 
13 
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milk secretion ; urinary manifestations, (a) vesical, (b) renal ; bowel and 
reflex manifestations. 

Nothing need be said of reflex symptoms, such as vomiting, etc., 
as they do not differ essentially, as regards severity or frequency of 
occurrence, from those of normal pregnancy, and hence are of value 
only in determining the presence of pregnancy. 

Mechanical obstruction of the bowel may occur when the fruit 
sac is located in the pouch of Douglas, but is more liable to occur 
when a perirectal haematocele exists. 

Painful micturition and other bladder symptoms are not more 
common before rupture of the sac than in intra-uterine pregnancy : 
after rupture they depend on the amount of the haemorrhage and the 
resultant pressure. They have no special diagnostic value. 

Eclampsia and severe kidney disease are so frequently noticed as 
to be of some diagnostic significance. 

The milk secretion has no diagnostic value except in determining 
the existence of pregnancy. 

The symptoms due to haemorrhage, such as shock, dyspnoea, etc., 
are rarely absent after rupture, and indicate by their severity the 
amount of haemorrhage. These symptoms, together with those of 
pain and irregularity of menstruation, are by far the most valuable of 
all the symptoms, and generally raise the first suspicion of the con- 
dition. 

Pain in the first period, aside from the pressure symptoms caused 
by the growing tumor or haematocele, is generally of a colicky char- 
acter, and is probably due chiefly to uterine contractions. In con- 
nection with the discharge of pieces of decidual membrane from the 
uterus this symptom is very important. Rupture of the fruit sac is 
usually but not always accompanied by pain. Veit and Martin call 
attention to the fact that recurring pains in the side, accompanied by 
symptoms of haemorrhage, indicate tubal abortion. After the fourth 
month abnormal location of the child may give rise to pain. Peri- 
tonitis may also be present and cause pain. 

Persistence of regular menstruation is rare. Amenorrhoea was 
found by Fraenkel in twenty-six out of fifty-four cases, and by Martin 
in thirty-two out of fifty-seven cases. In nearly half of the cases 
menstruotion occurs at irregular intervals, varying in quantity from a 
few drops to profuse haemorrhage. The menstrual discharge often 
contains pieces of decidua which may be of great diagnostic value. 

In determining the existence of ectopic pregnancy physical ex- 
amination is of prime importance in all stages, while in the first period, 
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before rupture of the sac, it is almost the only means of diagnosis. I 
include under physical examination not only bimanual exploration, 
but also the use of the finger, sound, and curette for exploring the 
uterine cavity. 

The importance of physical examination is so great that all aids 
to its efficiency should be employed. One of the most valuable aids 
is narcosis, which should never be omitted when a satisfactory exami- 
nation can not otherwise be made. 

I must, however, call especial attention to the dangers of all 
physical examinations, including bimanual palpation, sounding, and 
curetting. Numerous cases ha\e been reported where rupture of the 
sac has occurred during an examination. The physical examination is 
so important that this danger must be risked, but it is only right that 
before undertaking it preparation should always be made for imme- 
diate operation if indicated. Anaesthesia is a source of danger on 
account of the vomiting and struggling of the patient. 

The necessity of preparation for immediate operation before be- 
ginning an examination has never been sufficiently emphasized. The 
danger from examination would be realized if all the patients who 
have died and all the cases of ectopic pregnancy in which rupture 
has occurred during examination were collected. Such a collection 
would be impossible, because data are rarely given. I know of one 
fatal case, and have myself produced a rupture during examination. 
My experience, and the impression gained from reading the casuistic 
literature, induced me to emphasize the rule I have given. 

The uterine sound is employed generally in the second period to 
find out whether or not the uterus is empty. It is also used in sus- 
pected two-horned uterus to determine the patency of the canal con- 
necting the uterine cavities. It is not necessary to call attention to 
the danger of perforating the uterine wall. The risk of producing an 
abortion is justifiable if the diagnosis between extra-uterine and intra- 
uterine pregnancy can not otherwise be made. 

The use of the curette for obtaining decidua for examination has 
already been considered. 

In employing these means of diagnosis I call your attention to 
the most important conditions which demand differential diagnosis — 
namely, intra uterine pregnancy, retroflexed uterus, uterine myomata, 
and tumors of the annexa. 

Differential Diagnosis between Intra- uterine and Extra-uterine Preg- 
nancy, — While in all other cases the differential diagnosis is a problem of 
the first period, the chief difficulties in this case are in the second period. 
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Before the fifth month the uterus may generally be distinguished 
from the ectopic fruit sac by bimanual palpation. Before rupture of 
the fruit sac the difficulties arise only in cases of interstitial preg- 
nancy and cornual pregnancy. When the egg lies in the middle or 
outer end of the tube the determination of the fruit sac as a tumor, 
independent of the uterus, is easy. A rudimentary horn is also fre- 
quently separated from the developed part of the uterus by so long a 
pedicle that it is easily found to be apparently independent of the 
uterine body. In such a case it is of no importance that the cor- 
nual pregnancy can not be differentiated from a graviditas isthmica 
or graviditas ampullaris, for the treatment is the same in all cases. 
In other cases the tumor of a cornual pregnancy, like that of an 
interstitial gestation, can not be distinguished from a gravid uterus by 
palpation. The insertion of the round ligament into the external 
surface of the tumor sac can very rarely be determined by physical 
examination. A corresponding irregularity in the shape of the uterus 
would not excite attention. Before rupture, symptoms of pain and 
collapse are not present. The only thing that can call attention to 
an interstitial or cornual pregnancy before rupture is irregularity 
of menstruation. Should such irregularity, together with the dis- 
charge of decidua, lead to the suspicion of an abnormally located egg, 
the exploration of the uterine cavity by the finger or sound is indi- 
cated. The especial importance of an early diagnosis of interstitial 
pregnancy is evident, because the rupture of the sac leads to the most 
dangerous form of haemorrhage. The rarity of this condition is an 
element in diagnosis. Martin found only one case out of ninety-one. 

After rupiure of the sac the symptoms of pain and shock, in 
addition to the character of the frequent uterine discharge and the 
physical examination, make the differential diagnosis between intra- 
uterine and extra-uterine pregnancy comparatively easy. 

It is also not difficult to establish the existence of a recent retro- 
uterine haematocele or of a haematoma by physical examination. Only 
in cases where the uterus is surrounded by large quantities of blood 
is the distinguishing of its contour difficult. Here the symptoms are 
sufficient to make such a differentiation superfluous. 

Many mistakes have been made in the differential diagnosis be- 
tween extra-uterine and intra uterine gestation in the second period — 
that is, after the fourth month, and these mistakes are the most an- 
noying. Should such a mistake lead to a laparotomy, and the discov- 
ery of a normally implanted egg, it would be a mistake that could not 
be hidden. To distinguish the uterus from the fruit sac by palpation 
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is often impossible, because the uterus changes so that it feels like a 
part of the wall of the sac. The shape of the sac has been mentioned 
as a diagnostic sign, but this is evidently of no value. The more lateral 
location of the tumor holds true only till the sixth month. The 
same may be said of the value of the other diagnostic points, such as 
the statements that the foetal parts may be better felt and the heart 
tones better heard through an extra-uterine sac. The unusual pres- 
sure and the kidney symptoms are to be remembered. More pain 
may be present, which may be due to displacement of organs and of 
the peritonaeum, and peritonitis may even occur, but it is remarkable 
how little subjective disturbance from this cause is present as a 
rule The history of symptoms and the irregular menstruation are of 
some value. In doubtful cases the use of the sound is indicated and 
justifiable. 

Differential Diagnosis between Extra-uterine Pregnancy and a Ret- 
ro flexed. Enlarged^ or Gravid Uterus, — A number of mistakes of this 
kind are reported each year. Many of them are serious, for they often 
lead to efforts to replace the supposed dislocated uterus, and conse- 
quent rupture of the abnormal fruit sac. Only the first period of 
pregnancy is here concerned. 

Before rupture, the condition which simulates a retroflexed uterus 
is a tubal sac lying in the pouch of Douglas. Careful bimanual ex- 
amination in narcosis should be sufficient to distinguish the condition, 
although it must be admitted that a long cervix in the case of a retro- 
flexed uterus often feels like a small uterine body lying on a post- 
uterine tumor. Repeated examinations should clear up the diagnosis 
in most cases without the use of the sound. 

After rupture of the sac the retro-uterine haematocele must be 
considered. Here the history and symptoms of haemorrhage, with the 
examination, are sufficient to clear up the diagnosis. 

Differential Diagnosis between Subserous Myomata of the Uterus and 
Ectopic Pregnancy, — Here also only the first period is concerned. Be- 
fore rupture, interstitial and cornual pregnancy and the isthmical and 
ampullar varieties of tubal pregnancy are to be differentiated from a 
more or less pediculated myoma. The consistence of the tumor 
is generally sufficient to establish the diagnosis. If not, the decidua 
can be examined. 

Differential Diagnosis betiveen Tumors of the Annexa and Ectopic 
Pregnancy, — Here the difficulties are also in the first period. Before 
rupture of the fruit sac, in the absence of symptoms of pregnancy, the 
diagnosis by bimanual palpation may be difficult. A gravid tube 
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feels very much like a hydrosalpinx or pyosalpinx. Veit says that the 
tumor of pregnancy is softer and not so elastic as a cyst of the tube. 
The enlargement of the uterus in ectopic pregnancy is not to be forgot- 
ten. The examination of the uterine decidua will probably clear up 
the diagnosis. The greatest difficulties arise when there is a concur- 
rent extra-uterine and intra-uterine gestation. Such a condition is not 
very rare, probably not more uncommon than twin pregnancies, which 
Churchill estimates as one in ninety. Von Schrenck reports forty- 
three cases in which a correct diagnosis was made but twice. Here 
all symptoms, as well as examination of the uterine decidua, are abso- 
lutely without diagnostic value, if not misleading, before rupture of 
the fruit sac. 

After rupture, the differential diagnosis is not difficult, for the 
symptoms and the presence of blood in the pelvis are sufficient to 
determine the existence of the condition. The concurrent presence 
of a sactosalpinx and a tubal pregnancy is not rare. As the therapy 
is the same in both cases, the impossibility of certainly diagnosing 
this condition is not of so much consequence. 

It is not necessary to speak of the differential diagnosis between 
ectopic pregnancy and haematocele. Practically, all cases of haemat- 
ocele are due to ruptured gravid tubes. The elaborate theories 
and classifications of Bernutz and others of former years are not sup- 
ported by observations, but are, on the contrary, opposed to the 
results of all recent investigations. Hence, the attempt to distinguish 
between hsematoceles due to different causes may well be given up. 

In closing this necessarily brief synopsis of the chief diagnostic 
points of ectopic pregnancy, I will simply repeat that the recognition 
of the comparative frequent occurrence and great importance of 
ectopic pregnancy has done much toward preventinej the neglect of 
the cases which formerly obtained. The diagnosis never can and 
never will be made with certainty in all cases, and must depend, as in 
the diagnosis of other pathological conditions, on the proper estima- 
tion of various symptoms, among which the most important are pain, 
irregularity of menstruation, and symptoms of internal haemorrhage, 
and upon skillful physical examination. 
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THE TREATMENT OF ECTOPIC GESTATION BY 

ABDOMINAL SECTION* 

By Charles N. Smith, M. D., 

Gynaecologist to St. Vincent's Hospital, Toledo, Ohio. 

In considering the treatment of ectopic gestation by abdominal 
section, it is necessary to divide the subject so as to correspond to 
the several phases under which cases present themselves for opera- 
tion. 

I. Prior to Rupture or Abortion, — In the present state of our 
knowledge of the subject, the diagnosis of ectopic gestation before 
rupture must be largely presumptive rather than absolute. Compara- 
tively few cases present symptoms of sufficient gravity to lead to a 
medical consultation before rupture. The differential diagnosis be- 
tween the tubal enlargement of inflammation, or hydrosalpinx, and 
ectopic gestation is attended with many difficulties. After the fourth 
week of gestation, and with suppression of menstruation, the diag- 
nosis of ectopic gestation, while presumptive, can be made with a 
reasonable degree of certainty. Numerous cases diagnosed as un- 
ruptured ectopic gestation, and verified by operation, are now a 
matter of record. As, however, the conditions from which unrup- 
tured ectopic gestation is differentiated with so much difficulty call 
for abdominal section and extirpation of the tube, this procedure is 
not only warrantable, but also strongly advisable, where even a sus- 
picion of ectopic gestation exists. The greater the presumption of 
ectopic gestation, the more urgent must be the indication for opera- 
tion. No delay in instituting operative measures should be tolerated. 
Having well in mind the appalling and frequently fatal results, the 
duty of the surgeon is unmistakable. No woman with an unruptured 
ectopic gestation is safe until the vessels of the tube have been tied. 

* Read by invitation. 
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It would seem scarcely necessary, at the present day, to speak in 
further condemnation of the employment of electricity for the de- 
struction of the life of the foetus. The manipulation of the pregnant 
tube, necessary to the application of electricity, may be, and has 
been, the immediate cause of tubal rupture. If the fcetus is killed, 
the condition within the tube resembles incomplete tubal abortion, 
and, as in the latter case, may terminate in various ways, and the un- 
certainty of the method of termination should condemn the procedure. 
The ovum may be absorbed, and give rise to no further trouble ; 
haemorrhage into the tube, and through its unsealed abdominal 
ostium into the peritoneal cavity, with or without extrusion of the 
blighted ovum, may occur, with an immediate or subsequent fatal 
result to the patient ; or the ovum, remaining unabsorbed and not 
causing haemorrhage, may give rise to so much pain and inflammatory 
disturbance in and about the tube as to render the patient an invalid. 
It is scarcely necessary to further urge the advantages accruing from 
the prompt performance of abdominal section, with ligation of vessels 
and extirpation of the tube, as contrasted with the uncertainties of 
treatment by electricity and the extremely dangerous certainties of 
delay. 

II. Tubal Abortion. — The termination of ectopic gestation by abor- 
tion from the tube is possible only within the first eight weeks of 
gestation. Closure of the tube is ordinarily completed by the eighth 
week, after which abortion can not occur. In the majority of cases 
of ectopic gestation, terminated at a regularly recurring menstrual 
period — that is, at the fourth week of gestation — the route followed 
by the haemorrhage and the ovum is through the unclosed abdominal 
ostium of the tube. During the early weeks of gestation the attach- 
ment of the ovum to the tube, through the villi of the chorion, is 
slight, rendering the life of the ovum most precarious. 

Tubal, like uterine, abortion may be either complete or incom- 
plete. When the abortion, in the very early weeks, is complete, the 
haemorrhage should cease and should not recur. On the other hand, 
when the separation of the ovum has been only partially accom- 
plished, haemorrhage, as in incomplete uterine abortion, is prone to 
either continue or to recur. The ultimate termination, in an uncer- 
tain number of these cases, be the abortion complete or incomplete, 
is by absorption of the blood and ovum, with recovery of the patient. 
Convalescence is, however, frequently prolonged through months or 
years, and is marked by many stormy and dangerous periods. At 
best, a diseased tube and many dense adhesions between the pelvic 
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and abdominal organs are left to menace the patient throughout the 
remainder of her life. For the immediate, as well as the ultimate, 
comfort ?.nd safety of the patient, operation should be instituted in 
all cases of tubal abortion accompanied by appreciable hfemorrhage, 
whether circumscribed or free, recurrent or non- recurrent. 

Tubal abortion, with sudden free haemorrhage, can not be differ- 
entiated from intraperitoneal rupture until the abdomen has been 
opened and the tube examined. The earlier the abortion takes place, 
the less will be the amount of haemorrhage, provided the abortion is 
complete. The haemorrhage and consequent formation of the haema- 
tocele in early abortion will be gradual. The operative treatment of 
tubal abortion, being practically the same as that for primary intra- 
peritoneal rupture, will be considered in connection with the latter. 

III. Primary Intraperitoneal Rupture. — A comparatively small 
proportion of the cases of ectopic gestation are brought to the atten- 
tion of the surgeon at the time of primary intraperitoneal rupture. 
At this time he is placed in a position where clear judgment, diag- 
nostic ability, and rapidity in thought and action are most necessary. 
Presuming that the diagnosis of haemorrhage from rupture of a preg- 
nant tube is accepted, the first question requiring positive answer re- 
lates to the direction of rupture. Is it intraperitoneal or extraperito- 
neal ? A decision having been reached in favor of intraperitoneal 
rupture, immediate preparation for operation should be made. This 
must be followed in all cases of severe haemorrhage by immediate ab- 
dominal section. The rule has been largely adopted of postponing op- 
eration until recovery from shock has occurred. In the strict observ- 
ance of this lule many a life has been lost which might have been saved 
by an immediate operation during shock. If we consider the cause 
of the shock, the fallacy of the above rule will be evident. Shock in 
these cases means haemorrhage, and haemorrhage alone. To wait for 
recovery from shock may be to wait for the patient to die. Nature 
arrests the haemorrhage when the heart only slightly feels the stimulus 
of the blood within its cavities. How much more surely, safely, and 
quickly can the surgeon arrest the haemorrhage by a timely applied 
ligature. I would urge the necessity and practicability of immediate . 
operation regardless of the degree of shock. Every moment of delay 
may mean increased haemorrhage, more profound shock, and the rapid 
approach of death. I grant that the haemorrhage, even when severe, 
with the patient's life in greatest jeopardy, may cease, and the patient 
rally from the shock. On the other hand, recovery from shock may 
not occur, or if it does occur it may be followed, at a greater or less 
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interval, by recurring and more severe haemorrhage, and the patient 
may die before operation can possibly be made. It is the treacherous 
uncertainties which surround these cases that should prompt us to re- 
fuse to be tricked into a false sense of security and a policy of delay. 

In view of the almost miraculous recoveries which have followed 
operation in patients apparently dying from haemorrhage, it is ques- 
tionable whether a surgeon is justified in refusing operation iu any 
case of intraperitoneal haemorrhage while life still exists. It requires 
only a very short time to open the abdomen and to grasp and secure 
by snap forceps the bleeding structures. Haemorrhage is thus ar- 
rested, and an opportunity given to combat its effects. The heart's 
action must be maintained by stimulation. While heart stimulants, 
notably strychnine, should be freely employed hypodermically, the 
greatest stimulus to the heart is the distention of its cavities by blood, 
or a fluid of similar density. To produce and maintain this stimula- 
tion, the infusion of normal salt solution is strongly indicated. In 
this connection I would call attention to an error of no mean impor- 
tance frequently made in the employment of the salt solution. In 
uncontrolled haemorrhage the heart's action becomes progressively 
less eflFective from inability of the heart to contract firmly when its 
cavities are only partially filled with blood. This may result in an 
arrest of haemorrhage from failure of the heart to propel the blood 
through the torn vessels. If in such a case, haemorrhage having nearly 
or quite ceased, a quantity of salt solution is thrown into the vessels, 
increasing the quantity of circulating fluid, the heart cavities again 
become filled with blood, the heart is stimulated to renewed activity, 
and it at once proceeds to force more blood through the ruptured 
vessels. Normal salt solution should never be infused into the circu- 
lation until the bleeding vessels have been secured. Exposure of the 
vessels into which the salt solution is to be thrown may be made by 
an assistant while the abdomen is being opened. Immediately after 
arresting haemorrhage from the ruptured tube the salt solution may 
be employed. Removal of the tube and such cleansing of the peri- 
toneal cavity as may be advisable can then be done. Where rapidity 
of action is required, no route for approaching the tube is comparable 
with the abdominal. 

IV. Subsequent to Primary Intraperitoneal Rupture. — Many cases of 
intraperitoneal rupture will be first seen days or weeks after the rup- 
ture. These are the cases attended by comparatively slight haemor- 
rhage. Although a few authenticated cases of complete absorption of 
the foetus and blood, with restoration of health to the patient, have 
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been reported, this termination must be looked upon as uncommon, 
and its occurrence should not be expected or depended upon. The 
remarks which I have made in reference to the necessity of operation 
in ail cases of intraperitoneal haemorrhage from tubal abortion apply 
with equal, or even greater, force to haemorrhage from rupture of the 
tube. In the event of moderate haemorrhage, adhesions may form 
between the broad ligament, uterus, intestines, and omentum, and 
circumscribe the escaped blood. Lawson Tait denies that an haemato- 
cele may become so circumscribed, and holds that all cases described 
as such are, in fact, instances of rupture into the broad ligament with 
the formation of an extraperitoneal haematocele, with subsequent and 
consequent stripping up of the peritonaeum from the pelvic wall, rec- 
tum, and uterus. I must differ most decidedly from this view. In- 
traperitoneal haematocele from tubal rupture may, I believe, become 
circumscribed as readily as one resulting from tubal abortion. 
The conditions are identical, except that in the one instance the 
product of impregnation escapes by a rupture of the tube, while in 
the other it escapes through the unclosed abdominal ostium. In the 
case of tubal abortion which I had the honor to present at the last 
meeting of this Society the haemorrhage was circumscribed. Had the 
case been one of haemorrhage into the broad ligament from rupture, 
the fimbriated extremity of the tube could not have opened into the 
circumscribed cavity. In this case, however, the patent abdominal 
ostium of the tube opened directly into the cavity of the haematocele, 
while the fimbriae of the tube were spread out on the inner surface of 
the adventitious sac. Bland Sutton accepts, without question, the 
possibility of the haematocele becoming so circumscribed. 

The decision of this question has a somewhat important bearing 
upon diagnosis and treatment. If, as Mr. Tait contends, all circum- 
scribed haemorrhages within the pelvis are beneath the broad liga- 
ment, the treatment would be expectant, operation not being per- 
formed except in case of recurring haemorrhage, continued life and 
growth of the foetus, or suppuration of the haematoma. On the other 
hand, recognizing that an intraperitoneal haematocele may become 
circumscribed, it becomes necessary, in the presence of a distinctly 
limited haemorrhage, to establish a differential diagnosis between cir- 
cumscribed intraperitoneal haematocele and broad-ligament haema- 
toma. While a broad- ligament haematoma should, in the ordinary 
course of events, be left undisturbed, an intraperitoneal haematocele 
must, in the great majority of cases, be subjected to operation. 

In operating for circumscribed intraperitoneal haemorrhage, the 
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abdominal route offers far better opportunities for clean and thorough 
work than does the vaginal. The adhesions can not be safely dealt 
with through the vagina, nor can the diseased structures be com- 
pletely removed without jeopardizing the integrity of the intestines. 

V. Primary Extraperitoneal Rupture. — Operation is seldom, if 
ever, called for at the time of, or immediately following, extraperi- 
toneal rupture. The haemorrhage takes place, not into a cavity, but 
among the tissues, which serve as limiting walls, and prevent sudden, 
excessive haemorrhage. Such cases demand careful investigation to 
ascertain, as accurately as possible for future comparison, the extent 
of the haemorrhage and the relations and size of the resultant tumor. 
Examinations must be subsequently made at short intervals to deter- 
mine whether the haematoma is increasing or diminishing. 

VI. Subsequent to Primary Extraperitoneal Rupture ; Foetus Liv- 
ing. — If repeated examinations demonstrate a progressive enlarge- 
ment of the haematoma, a presumptive diagnosis of continued life and 
development of the foetus is warranted. If the fcetus can be made 
out, and its growth demonstrated, the diagnosis becomes positive. In 
the event of the continued life of the fcetus, its removal by abdominal 
section should be accomplished without delay. Abdominal section 
for removal of the foetus before the completion of the fourth month 
of gestation, while difficult and hazardous, can not compare, either in 
difficulty or hazard, with the operation when performed after this 
time. Owing to the growth of the placenta and the encroachment of 
the sac upon the surrounding structures, it then becomes one of the 
most trying and dangerous operations known to surgery. Secondary 
intraperitoneal rupture may take place at any time, and, if the pla- 
centa lies above the foetus and is torn or partially dislodged, a most 
profuse haemorrhage may occur, and the patient may die before meas- 
ures for her relief can be adopted. To save the mother from both 
the extreme dangers of a late operation and the frequently fatal re- 
sults of a secondary intraperitoneal rupture, operation should be at 
once performed when the continued development of the child is dem- 
onstrated. 

In operation prior to the fifth month, after ligation of the ovarian 
artery, incision of the sac, and removal of the foetus, a choice must be 
made between a number of procedures, depending upon the nature of 
the case. Much will depend upon the condition of the sac and the 
location of the placenta. The most satisfactory and clean procedure, 
and the one especially indicated in an early operation, is the stripping 
of the placenta and membranes from the sac, ligation of bleeding 
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points, and quiiting together of the layers of the broad ligament. 
This method, so far as it relates to the removal of the placenta, be-, 
comes a necessity, in either an early or late operation, when the pla- 
centa lies above the foetus and is cut or dislodged during operation. 

When the sac is not too friable, and the haemorrhage, after removal 
of the placenta and membranes, can not be arrested by ligation of the 
vessels, or when the haemorrhage is too free to pefmit of search for, 
and ligation of, bleeding points, the sac should be stitched to the 
edges of the abdominal incision and packed with iodoform gauze. 

If the placenta is situated below the foetus, has an extensive and 
firm attachment, and its separation promises to be attended with 
severe haemorrhage, the sac may be stitched to the edges of the in- 
cision, the foetus removed, and the placenta left in situ. The sac 
must then be packed with iodoform gauze, and extreme precautions 
must be taken to prevent infection of the placenta. On the fourth or 
fifth day, if not earlier indicated by evidences of decomposition of 
the placenta, the gauze should be withdrawn and the placenta re- 
moved. Its removal at this time can usually be accomplished with- 
out much haemorrhage. If the operator prefers to assume the risks 
of suppuration of the placenta, he may, after removal of the foetus, 
cut the cord close to the placenta and leave the latter within the sac 
closing the abdominal incision without drainage in the hope of ab- 
sorption of the placenta taking place. I can not but look upon this 
procedure as both un surgical and dangerous. 

After the fourth month, owing to the increased size and extensive 
attachments of the placenta, and to the stripping up of the peritonaeum 
from off the uterus, rectum, bladder, and abdominal wall, operation 
becomes most formidable. Here also much depends upon the loca- 
tion of the placenta as regards that of the foetus. If the placenta be 
below the foetus and attached to the pelvic floor, the foetus may be 
removed with but slight haemorrhage. If the placenta is so favorably 
located it may be left in situ for four or five days, when its removal 
can be much more readily and safely accomplished. When situated 
above the foetus, and cut or torn in opening the sac, the placenta 
must be quickly and boldly detached and haemorrhage controlled by 
plugging the sac with gauze and by the ligation of the vessels that 
can be reached. When operating in the late months, an extraperito- 
neal incision into the sac is advisable whenever possible, unless the 
complete removal of the foetus, placenta, and sac has been decided 
upon. 

This latter procedure, which has been performed in less than a 
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score of cases, while most difficult, certainly more nearly approaches 
the ideal than does any operation which contemplates leaving the 
placenta in situ even for a few days. The underlying principle of 
this procedure consists in considering the foetal sac as an intraliga- 
mentary cyst and treating it according to the methods adopted for 
this condition. After ligation of the ovarian artery, a free incision is 
made through the peritonaeum of the broad ligament, care being 
taken not to incise the fcetal sac. Enucleation of the sac is then 
effected. Haemorrhage from the placental attachment, while free, is 
not ordinarily excessive, and can be controlled by gauze packing. 
When the fcetal sac is ruptured during its enucleation, haemorrhage is 
usually severe, and must be met by compression of the abdominal 
aorta and most rapid enucleation. After enucleation, gauze must be 
firmly packed against all bleeding points. This method of operation, 
although it promises better results, can not be advocated at the pres- 
ent time, as it has been employed in so limited a number of cases. 

VII. Secondary Intraperitoneal Rupture, — When this occurs soon 
after primary extraperitoneal rupture, the immediate necessity for 
and the method of treatment indicated are practically the same as 
in primary intraperitoneal rupture. In late secondary rupture the 
methods advocated for the management of late cases of extraperito- 
neal gestation without rupture are to be employed. Immediate re- 
moval of the placenta is, however, generally a necessity. 

VIII. Subsequent to Death of the Foetus. — A dead fcetus, especially 
if death has occurred in the early months, may remain safely sepul- 
tured within the tissues for months or years without the production 
of dangerous symptoms. It will rarely, however, so remain without 
producing annoyance and pain. Sooner or later, in the majority of 
cases, operation must be instituted for its removal. A foetus which 
has remained quietly within the broad ligament for years may become 
infected, suppurate, and have to be removed. The further advanced 
the gestation at the time of death, the greater becomes the proba- 
bility of subsequent infection and suppuration of the foetus. Vaginal 
incision is preferable to abdominal section in these cases of suppura- 
tion. 

1 92 1 Franklin Avenue. 
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TRANSACTIONS OF THE CHICAGO GYNiECOLOGICAL 

SOCIETY. 

Stated Meeting, April 17, 1896. 

The President^ E. C. Dudley, M. D , in the Chair. 

Exhibition of Specimens. 

Carcinoma of the Pylorus, 

Dr. Christian Fencer : Mrs. H., forty-nine years of age, came 
under my observation in April, 1896. The patient's father and 
mother both died of consumption. She is married and has had seven 
children, five of whom are dead. She had the ordinary diseases of 
childhood, but was otherwise well until two years ago, when she began 
to have frequent attacks of vomiting, together with pain in the epigas- 
trium. The vomited matter never contained blood or coflFee-ground 
material. In order to keep reasonably comfortable she uses the 
stomach tube once or twice a day. She has lost in weight and is 
much emaciated. She is not pale nor is she apparently cachectic. 
The abdomen is concave and the wall is in contact with the anterior 
wall of the vertebral column, the contour of which and the pulsations 
of the aorta are plainly visible. Immediately above the umbilicus 
can be seen a small tumor which is movable on respiration. The 
tumor is apparently the size of a large walnut, is hard, and can be 
moved in both a horizontal and a vertical direction. 

I was uncertain whether the patient had a carcinoma or a benig- 
nant stenosis of the pylorus, but advised operation. 

Accordingly, on April 15th, after the usual preparations, I operated 
at the Norwegian Hospital in the following manner : The abdomen 
was opened from the xiphoid appendix to the umbilicus, and I found 
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a rather small, movable carcinoma of the pylorus with a small sub- 
serous nodule on its anterior surface, and a few lymph glands from 
the size of a pea to that of a hazelnut at the attachment of the upper 
and lower ligaments. These lymph glands were removed with the 
carcinoma. The gastro-hepatic and gastro-colic ligaments were 
divided in portions between ligatures, and finally the pylorus was so 
freed that it could be almost brought out of the abdominal wound. 

The abdomen was packed with sponges and the duodenum con- 
stricted by a strip of gauze tied around it an inch and a half below 
the pylorus. It was impossible to tie lower down, as the head of the 
pancreas was an inch and a half below the pylorus. The stomach on 
the cardiac side of the tumor was closed by digital compression. The 
ventricle of the stomach was now grasped by two large forceps close 
to the carcinoma, and the stomach divided between the forceps and 
the fingers. The opening in the stomach was immediately closed, ac- 
cording to the advice of Kocher, with a continuous suture — that is, a 
portion was cut off and the suture passed, then another portion cut 
off, and the stomach closed in the same manner until the amputation 
was complete. 

This continuous suture was then buried and inverted by means of 
a continuous sero-muscular suture, and finally strengthening sutures 
were inserted here and there for the further inversion of suspicious 
gaping places. 

The duodenum was now grasped by forceps and cut off. After 
removal of the tumor and the gauze constriction around the duo- 
denum a large Murphy button was inserted in the end of the duo- 
denum and in the posterior wall of the stomach about three quarters 
of an inch behind the line of the amputation. 

The territory of the operation on the stomach and duodenum was 
disinfected with i- to- 1,000 sublimate solution, the sponges removed 
from the abdomen, and the abdominal wound closed without drainage. 
The operation required two hours. At the beginning of the last half 
hour, just after the extirpation of the carcinoma, the patient's pulse 
became weak and frequent. This made me abandon my original in- 
tention of uniting the stomach and duodenum by sutures, which I 
prefer to the use of the Murphy button. 

The specimen here presented shows the duodenal portion, which 
is five centimetres long and has a diameter at the duodenal end of 
three centimetres, and higher up toward the stomach of four and five 
centimetres, with a respective circumference at these points of ten, 
thirteen, and sixteen centimetres. The muscularis on the cardiac 
14 
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side is considerably thickened, two to three millimetres in thickness* 
The outer wall of the pylorus is smooth, with the exception of a small 
subserous nodule three millimetres in diameter. The lumen of the 
pylorus is filled with a whitish nodular mass clad with unbroken 
mucosa. It is located chiefly on the lower border and anterior and 
posterior walls, but toward the duodenum entirely encircles the pylorus 
and fills up its lumen, so as to reduce the opening from the stomach 
into the duodenum to a small round opening three millimetres in 
diameter. 

The day after the operation the patient's temperature rose to ioi°, 
but the day following, the pulse and temperature were normal and 
there was no vomiting. 

Double Extra-uterine Pregnancy. 

Dr. H. B. Stehman : It seemed to me that since the subject for 
discussion to-night was extra-uterine pregnancy, it would be most fit- 
ting for me to exhibit these specimens, which I removed from a pa- 
tient about one year ago. 

After a somewhat extensive search through the literature of the 
subject, I have been unable to find very many cases of double extra- 
uterine pregnancy. 

There are a number of cases of extra-uterine and intra-uterine 
foetation reported in the same subject, with repetition of the former 
in the same patient, and also twin, tubal, or abdominal pregnancies ; 
but cases in which a foetus is found in each tube, whether ruptured 
or otherwise, are still comparatively rare. The time during which an 
interrupted ectopic pregnancy may exist varies. 

MuRFEE {Trans, Med* Soc. Tenn., 1886, pp. 85-92) reports a case 
of abdominal pregnancy said to be. of fifty-five years' standing. 

Galobin {Med, Weeky vol. iv, No. 8, p. 89) operated upon a case 
of twenty years' standing. 

Fales {Boston Med, and Surg, Jour,) mentions a case of thirty 
years' standing becoming a lithopsedion. 

Gates {Med, and Surg. Reporter y 1887, Ivii, p. 569) describes a 
case of nine years* standing in which the foetal bones were expelled 
through the rectum. 

Etheridge operated upon a case in which the foetal bones were 
expelled through the bladder, which was of five years' standing. 

According to the history of my case, it would seem that the first 
pregnancy occurred nearly five years previous to operation, the foetus 
being in a state of mummification. 
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Byforb, Henry T. {Am, Jour, of Obst.^ New York, 1893, xxviii, p. 
269) reports two foetuses removed from the peritoneal cavity at one 
operation. 

Johnson, F. W. {^Boston Med, and Surg, Jour,y 1894, cxxx, 256- 
259) details a case of pregnancy in both tubes at the same time. 

Bloom {^Philadelphia Polyclinic^ 1894, iii, 292) a case of double 
extra-uterine pregnancy. 

In addition to these, Dr. M. L. Honis called my attention to the 
fact that Mackenrodt {Zeitsch. fiir Geb. und GyndkoL, 1892, Bd. xxiii, 
S. 301), CoE (New York Med. Rec.^ May 27, 1893, p. 667), Walters 
(London Lancet^ August 6, 1892, p. 329), and Siegenbeck von Hen- 
KETON {Centralbl. f. Gyn.^ 1887, f. 3, S. 44) each report cases, and 
Walters also mentions cases by Rowan, Doran, and Savage. 

A brief history of my case is as follows : 

Mrs. McK., aged thirty-nine, married ten years. States that 
she was never pregnant to her knowledge, and that the only illness 
which she remembers ever having had was peritonitis ^v^ years ago. 

The first symptom which attracted her attention was suppression 
of menstruation in October, 1889, which continued until January, 
1890. During this time she was confined to bed sufiering with abdom- 
inal tenderness and repeated attacks of cramps, but no haemorrhage. 
The diagnosis was abscess of the left side with peritonitis. 

It is evident, therefore, that impregnation occurred at this time, 
and that the detached foetus is a product of that date. 

She further states that her health was considerably impaired after 
this first attack. 

In January, 1894, she menstruated the last time previous to her 
second attack of peritonitis. 

Menstruation was absent in February and March. On April ist she 
began to have severe uterine pain, which was followed by a consider- 
able haemorrhage, and persisted for nearly six weeks. The pain and 
tenderness were more especially confined to the right side, in contrast 
with that in the left in the previous attack of pelvic peritonitis. The 
history of repeated discharges of deciduous membrane is quite clear ; 
in fact, all the symptoms correspond to a classical description of a 
case of repeated extra-uterine foetation with rupture. 

There is nothing special to report about the operation except, as 
might be expected, the haemorrhage was somewhat troublesome and 
persisted for some time after operation, but it was managed with a 
gauze tampon surrounding a glass drain, through which the blood was 
aspirated. 



202 The Chicago Gyncuological Society, 

Convalescence after the first forty-eight hours was rapid and un- 
eventful. 

The large mass containing the foetus in situ is the recent specimen 
removed from the right side. 

Anterior Suspension of the Uterus and Shortening of the Round 

Ligaments by Vaginal Section, 

By Henry T. Byford, M. D. 

(See page 169.) 

Discussion. 

Dr. J. M. Baldy, of Philadelphia (present by invitation) : The 
operation proposed by Dr. Byford is not dissimilar from the vaginal 
fixation operation employed in Europe. The operations for anterior 
fixation of the uterus are not important merely from the standpoint of 
correction of the retrodisplacement, and it behooves us to look be- 
yond the mere accomplishment of the replacement. It is a fact that 
displacement per se does not give much trouble in the majority of 
cases. It is the complications accompanying displacements — inflam- 
matory conditions, etc. Is the replacement of a uterus by a mechan- 
ical device or operation in a position which is not normal a good 
thing? It is a well-demonstrated fact that dystocias are frequent 
after such operations, and, if I rightly remember, many such cases are 
recorded. As a result ot these operations we are frequently called 
upon to do version, and in several instances Caesarean section has had 
to be performed. The percentage of cases in which such complica- 
tions subsequently arise is evidently very large, for a great many 
cases are on record. It seems to me that all of these operations may 
be found to be inadvisable. I take it, it may be found far better in 
the few cases really necessitating the operation at all to render the pa- 
tient sterile before making the fixation'. 

Dr. C. S. Bacon : The operation described this evening is sup- 
posed to be better than the fixation of the uterus to the vagina, be- 
cause the serous coat of the bladder will rise with the growth of the 
pregnant uterus and thus allow the development of the anterior 
uterine wall. Wertheim's operation for retrodisplacement and pro- 
lapse has, I believe, a better future than the operation described by 
Dr. Byford. Wertheim's operation consists in putting sutures around 
the round ligaments about one centimetre from the uterus and fas- 
tening them to the peritonaeum or to the vagina. It has the advan- 



The Chicago Gynacological Society. 203 

tage over the other operations that by it the growth of the anterior 
wall of the utenis is not at all restricted in pregnancy. 

Dr. Byford has been working in the same line as several others, 
and it will be difficult for him to establish any claim to priority. His 
operation has two features — vesical fixation of the uterus and short- 
ening of the round ligaments by vaginal section. The first part of 
the operation has been done by Mackenrodt, and the latter by Wert- 
heiro and Bode. 

Dr. Byford : In order to justify this operation, I must, of course, 
assume that operations for retroversion are sometimes justifiable. 
Dr. Baldy has not quite comprehended the nature of the method of 
operation I proposed. The uterus is neither fixed to the abdominal 
walls nor to the vagina, and the remarks upon dystocia are not ap- 
plicable to this method, as they are to ventral or vaginal fixation. 
My operation calls for as much suturing as is necessary to provide 
against failure, and no more. Neither shortening the round liga- 
ments intraperitoneal ly, without including means to prevent the in- 
testines getting between the fundus uteri and the bladder, nor mere 
suture to the bladder, is sufficient to insure permanent success. Wert- 
heim's methods are not sufficient except when they employ the 
vagina as a point of support, and I believe that he expressed the fear 
himself that suture of the round ligaments to the bladder peritonaeum 
might prove ineffectual. I would like again to emphasize the fact 
that the bladder regains both its uterine and vaginal attachments, 
that the uterus is in its normal position against the bladder, and that 
it changes its location with the filling and emptying of the bladder. 

/Etiology and Pathology of Extra-uterine Pregnancy, 
By William H. Rumpf, M. D. 
(Seepage 174.) 

Diagnosis of Ectopic Gestation, 

By C. S. Bacon, M. D. 

(See page 181.) 

The Treatment of Ectopic Gestation by Abdominal Section. 
By C. N. Smith, M. D., Toledo, Ohio (by invitation). 

(See page 190.) 

Official Transactions. 

T. J. Watkins, Editor of Society. 
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VAGINAL SECTION FOR EXTRA-UTERINE 

PREGNANCY.* 

By Fernand Henrotin, M. D., Chicago. 

Vaginal section for pelvic diseases has never been presented 
by reasonable men as a new discovery that was destined to supplant 
all others in the surgical treatment of affections heretofore cured by 
the suprapubic incision, but only as a method by another route 
of attaining the same object, and having in selected cases very great 
advantages. 

This assertion would seem unnecessary were it not for the very 
vigorous, and from some quarters almost venomous, energy dis- 
played in endeavoring to put this construction upon the claims of its 
advocates. 

Whether for fibroids or pyosalpinx or extra-uterine pregnancy, 
or any other pelvic disorder, the most enthusiastic friend of vaginal 
section never claims that it is the only way of cure, or even always the 
best way. 

They one and all agree that some varieties of the diseases in 
question can be reached better suprapubically, and it can be said 
of many of them that they have the best of the argument, for they 
have been accustomed to abdominal work, and have had experi- 
ence in both directions, while the most bitter denunciators of vagi- 
nal work have, with almost no exception, had no personal experi- 
ence with the method they condemn. To claim that because they 
have reasonably often removed the uterus for cancer by the vagina, 
they can judge of results in other affections can not be allowed, for 
the conditions presented in really operable cases of that disease are 
totally different, and the results obtained — for it is results which 
vaginal operators are particularly proud of — ^are almost diametri- 
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cally opposite. The friend of vaginal section for selected cases of 
fibroids, pyosalpinx, and pelvic abscesses, and other benign affec- 
tions, becomes more and more wedded to that method, because, with 
very few exceptions, he cures his patient for good and ever, while 
the other, who never goes the vaginal way except to take out a car- 
cinoma, finds his surgical enthusiasm constantly oozing away, as 
one by one his patients silently depart. Vaginal section for carci- 
noma, as I predicted several years ago, will soon be a practice of 
the past with skillful surgeons, while modern vaginal section has 
come to stay; but, remember, for the cases appropriate for the 
method, and those only. This warning is voiced because it seems to 
your essayer that, like all new methods which are accepted, the 
desire to become proficient leads many of its devotees to forget its 
limitations, and indulge in pelvic gymnastic exhibitions which show 
more what can be done than what ought to be done. 

This applies equally to the man who takes out by bits the ten- 
pound abdominal fibroid or the small single enucleable pus tube ad- 
herent to the anterior abdominal wall, or to the operator who says 
blindly that extra-uterine pregnancy is to be operated by the vagina. 
The great variety of ways in which the latter affection presents itself 
makes it evident that the highest degree of discrimination is neces- 
sary in determining the method of operating, provided operation is 
called for at all. The limit of this paper, which is only one part of a 
composite discussion of the subject of extra-uterine pregnancy, 
makes it imperative that only the most salient operative indications 
be mentioned, sufficient, however, to show the scrutiny and study 
which each phase of the disease demands. 

Let me first consider the diagnosed ectopic cases preceding rup- 
ture« It is not in the province of this part of the symposium to dwell 
upon the difficulty of the diagnosis of this variety. Suffice it to say 
that all unruptured extra-uterine pregnancies are small, and present 
themselves to the operator as a mass connected with and in close 
proximity to the uterus, probably never larger than an orange of 
moderate size. This refers to the tubal variety, as being the most 
common, but applies to all varieties; for it is questionable whether 
any larger development is ever attained in any of the varieties with- 
out the element of at least partial rupture either of the component 
parts of the ovum or the surrounding structures. Shall such as this 
be operated vaginally or abdominally? Everything depends upon 
the accompanying conditions present. What is more perfect and 
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nicer work than a small, low incision above, a ligature next to the 
uterus, another one at the infundibulo-pelvic ligament, and a quick, 
clean exsection of the small, free, aseptic, non-adherent mass be- 
tween, and how often such women recover and go on having chil- 
dren as if nothing had happened? If this woman be a primipara, 
with narrow, long vagina, and the conception be placed high over 
the top of the broad Hgament, the abdominal operation is impera- 
tively demanded and no other is proper. But let this mass be low 
down behind the uterus; let its peritoneal covering become adherent 
to the Douglas' sac; let her be a multipara, with plenty of working 
room; suppose there is some evidence of possible septic peritonitis 
present, how much easier, simpler, and safer to make a vaginal sec- 
tion, pull down the mass in the vagina, and make your exsection 
there! In nine cases out of ten the woman will hardly know she has 
been hurt at all. 

Pass now to the ruptured cases, from the woman with an abdo- 
men full of blood and an ovum big as a hazelnut to the one with a 
large, living, nine months' baby struggling beneath a load of intes- 
tines, bound down with a thousand adhesions and a great pulsating, 
vibrating placenta. Let us analyze the clinical features of some of 
the most common phases of these. First let us dwell on early rup- 
tures. There is reason to believe that early ruptures before eight 
weeks occur more frequently than is supposed, or is mentioned by 
the leading authorities. The rupture takes place within the fold of 
the broad ligament, the ovum dies, the loss of blood is restrained 
by the lack of space in the cavity, and the patient gradually recovers, 
Nature in her kindness removing all products of conception by ab- 
sorption. The same may hold good in probably a rarer number 
when the rupture takes place in the peritoneal cavity. Or a tubal 
abortion without rupture can occur without very dangerous symp- 
toms, the ovum dropping in the general cavity, and being consumed 
after digestion by the peritonaeum. 

A review of the literature of the subject, however, will demonstrate 
the fact that some of the most acute and most viciously dangerous 
cases result from very early ruptures into the general cavity with 
excessive haemorrhage. Here, for example, is a blighted ovum five 
weeks of age, in which at least three quarts of blood were found in 
the abdomen at the operation. (Specimen is here shown.) If a 
woman is found pulseless, with a history corresponding to such a 
case, and with internal haemorrhage, shall she be operated vaginally 
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or abdominally? The indication is simply to stop the haemorrhage 
in the most efficient manner within the shortest possible space of 
time. This can be done more certainly, probably more perfectly, 
and in a shorter length of time by the abdominal route than by vagi- 
nal section. To open the posterior vaginal fornix and drain, pack- 
ing the lower part of the pelvis with gauze, as has been done and even 
recommended, is not surgical, because the bleeding point may not 
be controlled. To secure the point of rupture is not always easy 
from that direction, and to ligate or clamp on both sides of the wound 
is still more difficult. The manipulations necessary to do this often 
lead to fresh traumatisms, and the haemorrhage from the surround- 
ings of an ectopic sac is always excessive and the tissues most friable. 

The most serious mishaps of the vaginal operators have occurred 
when attacking the pregnant or puerperal uterus. Repeatedly, in 
endeavoring to perform a conservative operation on the adnexae 
or a vaginal fixation for displacements, surgeons have been obliged 
to finish by a complete hysterectomy because of the uncontrollable 
haemorrhage caused by the friable nature of the tissues of the recently 
pregnant organ. Besides this, the least established infection may 
spread with frightful rapidity in an abdomen filled with semifluid 
blood. Another item of importance mentioned by Martin, of Berlin, 
is the fact that the haemorrhage in those cases comes from the ovarian 
artery, and the bleeding point of the distal end can not be reached 
from below. 

In these acute cases, then, clean the abdomen thoroughly, put 
the patient in the Trendelenburg position, open quickly, dip the 
hand at once through the blood to the point of the rupture, place a 
light clamp on each side of the traumatism, mop away sufficient 
blood to enable you to place the ligatures; place these by the touch, 
if necessary, sweep the open hand a few times around the abdomen 
to remove the large clots, and possibly the product of conception, 
exsect the tube, though this is not essential, make sure that you 
have controlled the haemorrhage, and immediately close. The 
bleeding points can often be controlled in four or five minutes, and 
the whole operation completed in fifteen minutes. There is rea- 
son to believe that a fair proportion of the cases of this kind that 
have proved fatal after operation have been hastened to their death 
by attempting to clean out the cavity, and the removal of the blood, 
which acts as an intraperitoneal infusion, or rather transfusion, 
keeps the patient from dying until her vital forces rally to the rescue. 
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In the case from which this specimen was taken, for example, the 
woman, who had been pulseless and cold as death for three full hours, 
was closed up with two quarts and a half of blood in the abdomen, 
and yet made the most uneventful recovery. 

When the time of haemorrhage in the free cavity is more remote, 
and the patient has rallied from the initial collapse — cases that have 
been usually styled abdominal haematoceles — it is probably better 
not to operate at all until it has been shown that Nature is unable to 
remove the disease by absorption. If they become septic, however, 
the operation of election is frequently vaginal section. To make 
myself plainly understood: if an abdominal haematocele filling Doug- 
las' sac gives rise to symptoms of sepsis, a free opening is at once 
to be made behind the uterus into the abdominal cavity, the pelvis 
well cleaned of all debris^ and thorough drainage established, irriga- 
tion with any force never being used. 

When an extra-uterine pregnancy of from eight to twelve weeks' 
duration ruptures into the broad ligament, are we to do a vaginal 
section? Many of these cases do well without operation at all, 
teaching to the contrary notwithstanding, but the woman who is not 
certain of the careful watching of a skilled man had better take her 
chances with an operation. Secondary rupture of such cases into 
the free cavity never occurs, in my opinion, without repeated warn- 
ings in the way of sharp pains, excessive prostration, and faint spells. 
If it is decided to operate, the presence of septic symptoms is a factor 
of the utmost importance in deciding the character of the operation. 
Generally speaking, a patient without symptoms, except those de- 
rived from the traumatism of the rupture, had better be operated 
by the abdominal method. There are exceptions to the rule. The 
advice of August Martin over a year ago, with an experience of over 
fifty vaginal operations in this class of troubles, is a most valuable 
one. He says if the mass is at all fixed to the sides of the pelvis, it 
unfolds the infundibulo-pelvic ligament, and the operation by vagi- 
nal section at once becomes a most dangerous one, because the 
bleeding from the retracted ovarian artery, if it occurs, can not be 
controlled; and I will add, because the bleeding from the tissues that 
are torn around the gestation sac is frequently so severe and per- 
sistent that life can not help being endangered. Who ever saw within 
the abdomen the fullness and fragibility of the large bunches of veins 
grouped around a pregnant uterus that does not recognize the neces- 
sity of a large incision and good daylight to deal with a haemorrhage 
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in such a locality? The French surgeons have been rather strong 
supporters of vaginal section under all circumstances, but one can 
not help feeling that their statistics show entirely too large a number 
of accompanying hysterectomies to represent the highest standard 
of modern surgical art. Can anything be more satisfactory than 
the suprapubic method of exsection of the ruptured, usually dis- 
eased tube, followed by a careful cleansing out of the pelvis, with 
careful ligation of bleeding points, a careful sewing of the perito- 
naeum over torn surfaces, with, if need be, a small capillary gauze 
drain into the vagina? 

I have a patient operated nine months and a half ago in this 
manner who is eight months pregnant, having only menstruated 
once just before leaving the hospital. If an extra-uterine mass of 
this variety is loose and free in the pelvis, not reaching too far 
toward the iliac fossa, well down toward the floor, with a roomy 
vagina, it may with safety be operated by vaginal section. But such 
cases are really exceptional, and the method as a routine one is not 
to be recommended. 

With the advent of sepsis, however, things are changed. We are 
now dealing simply with a conglomerate infectious lump which is 
to be removed by the channel which offers the least risk to the pa- 
tient. The dangerous element in the case — namely, haemorrhage — ; 
is to a very great extent eliminated. The lumen of vessels are oc- 
cluded for a distance beyond the sac walls. In operating abdomi- 
nally, we often encounter adhesions of the most distressing char- 
acter quite removed from the focus of the disease. After working 
our way through these, we are obliged to transport infectious mate- 
rial through healthy parts, often contaminating as we go. The pus 
and septic debris can not usually be cleaned out perfectly, and we 
are perforce obHged to drain. Our ligatures become affected, and 
the whole nidus left after the removal of the sac frequently becomes 
the seat of long-continued suppuration, and it is in this form of 
trouble that we are so frequently worried by vicious fistulae that 
never heal. 

Unless a contra-indication exists, these are the proper patients 
to operate per vagifiam, and if the septic process has been very viru- 
lent and long continued, and if after careful investigation of the 
condition of the uterus and the appendages of the opposite side our 
judgment indicates it, the proper operative procedure may be a 
vaginal hysterectomy with double castration. 
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There remains to be considered the ruptured cases in which the 
foetus was not killed by the first injury, but continues to grow in its 
abnormal location whether in the broad ligament or in the free ab- 
dominal cavity. 

I present for your inspection, as particularly showing the pro- 
priety of vaginal section in some of these cases, a fresh specimen of 
the uterus and remains of gestation sac of an extra-uterine, so-called 
abdominal pregnancy which I operated last Saturday. 

I am particularly fortunate in being able to re-enforce my argu- 
ment with such a specimen, for you know that they are rare. I am, 
however, very sad that the presentation of this specimen indicates 
the unfortunate issue of the case. In a few words — for I am trespass- 
ing upon your time — the history is this: A six months' abdominal 
pregnancy, with a history of a primary rupture well described. Con- 
tinued growth of the embryo in Douglas' pouch. Gradual ema- 
ciation and prostration of the patient, who was a primipara. Recur- 
ring serious attacks of fainting spells, profound anaemia, excessive 
prostration, evidence of incipient sepsis, constant dyspnoea, making 
it apparent to her physician that the end was near, and he referred 
her to me for examination a few days before the operation. Exami- 
nation revealed two large tumors, one above, reaching slightly above 
the umbilicus, of a fluctuating character, the other immovably packed 
into the pelvis, and insinuating itself between the rectum and the 
uterus to within one inch and a half of the fourchette. The cervix 
could just be reached anteriorly well above the pubis. Auscultation 
over the upper mass demonstrated the extremely loud bruit of a 
placental souffle. Extreme tenderness and tension of the lower ab- 
domen made a satisfactory examination difficult. At first I was 
inclined to believe that the pelvic mass might be a misshapen, im- 
pacted fibroid, with an intra-uterine pregnancy above. The possi- 
bility of dealing with an impacted, adherent, retroverted gravid 
organ was also considered. One of our members, my friend Dr. 
Harris, first mapped out the body of the uterus just above the pubis 
and to the left. Another examination made the diagnosis plain. 
Knowledge of the fact that the patient's condition was such that a 
long drain with septic absorption would certainly kill her, and the 
hope that I might find the gestation sac so situated and reasonably 
isolated that it would be possible to extract the whole, including 
uterus, if need be, and save the patient a dragging convalescence, 
which I know she could not endnre, made me begin by a small ab- 



The Chicago GynacologiccU Society. 211 

dominal incision. Possibly I may have had a passing thought of 
the ever-ready abdominal man, who never operates through the 
vagina, and who would certainly claim that she might easier have 
been delivered by that route. At any rate, I was quickly undeceived. 
No man, I firmly believed, could have delivered that patient through 
the abdomen, and taken her from the table alive. This is rather a 
strong assertion, but it is my firm and honest belief. Adhesions to 
ever}^thing and from everywhere. Pools of old blood and new blood 
wherever the finger was thrust. A small portion of the sac being 
uncovered by careful separation of adherent bowel, a trocar was first 
thrust in, and, nothing flowing, the finger followed, which, when 
taken away, was followed by placental tissue. Only five or six ounces 
of blood were lost, because much care was taken in separation of 
adhesion and in packing with gauze, and because, judging from the 
appearance of the patient, she was too near death to bleed. She 
was quickly brought down to the edge of the table, a straight, long 
incision was made in the middle line of the posterior vaginal wall, 
the sac was easily reached, incised, and the child extracted by push- 
ing two fingers past the protruding arm and grasping a foot. Only 
a few minutes of easy plain work was necessary, although the patient 
died an hour and a half later, evidently being too far gone from the 
very start. The sad ending of this case does not lessen the impor- 
tance of the lesson. If this woman had not been in the condition 
that precluded and prevented haemorrhage, the abdominal incision 
would have given much trouble, and have been a serious hindrance 
to her recovery, while vaginal section would have made the opera- 
tion an ideal one. The presentation of this particular case is not in- 
tended to be made the basis of an opinion that vaginal section is to 
be recommended as a proper procedure in the management of this 
class of cases generally, or even in the majority of cases. On the 
contrary, the literature of the subject indicates that abdominal sec- 
tion in later years has given better results. It is simply the presenta- 
tion of a case in which, if operation was done, vaginal section was 
decidedly preferable, because the case presented itself in such a 
manner in the pelvis, and so far removed from the placenta, that it 
was child's play to so deliver, and but little disturbance of the pla- 
centa would result. But even in this very case, if the pregnancy had 
advanced to or near time, the delivery would have been so much 
more difficult that the dangers would have been increased exceed- 
ingly. Again, if the pregnancy had been more advanced, there 
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would only be a short time to wait for the death of the foetus, 
and subsequent stoppage of the placental circulation. In this par- 
ticular case, after being in both above and below, I am prepared to 
state that it is my opinion that at whatever time the operation was 
done, the child living or dead, the way of election would have been by 
the vagina. As in all other varieties of extra-uterine pregnancy, the 
same rule holds that when sepsis is far advanced, in which case, of 
course, the child is dead, the vaginal method should be the choice 
unless there are distinct contra-indications ; and in judging of these 
there are two elements to be carefully taken into consideration, and 
that is the size of the child, which, when large, can only be delivered 
with difficulty, if at all, through a vaginal incisibn, and the condition 
of the placenta, whether still attached or detached, and with or with- 
out vessel connection. 

The recital of a case has made this paper much longer than proper 
in a symposium, but it is a subject of interest, and I present my ex- 
cuses for taking your time. In December, 1890, Dr. Fenger, here 
present to-night, read a much more classical paper upon this very 
subject before this Society, which, however, only treated of cases at 
or near term. Moreover, let me draw your attention to the fact that 
since 1890 vaginal section has developed to a much higher plane as a 
distinct method of operating, and many men have become much more 
skillful in that variety of work, while the technique has likewise im- 
proved. This paper is not exhaustive, but is only intended to sustain 
the position of its writer, and outline the particular variety of cases 
that are amenable to vaginal section. If you carefully consider it, 
you will recognize that, generally speaking, the position is taken 
that vaginal section has a distinct field in extra-uterine pregnancy ; 
but then, after all, that field only covers groups of cases that are ex- 
ceptional, and that laparotomy is considered the proper road by 
which to attack the large majority of cases. 
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TRANSACTIONS OF THE CHICAGO GYNECOLOGICAL 

SOCIETY. 

Stated Meeting, May 15, 1896. 

The President, E. C. Dudley, M. D., in the Chair. 

Unique Case of Appendicitis, 

Dr. J. T. Binkley: I desire to report briefly a very interesting 
case. In July of last year I operated on a man for appendicitis, and 
found an abscess which had to be drained. An extensive hernia 
followed the operation. I was unable to locate the appendix. Some 
three or four days ago I operated for hernia, and, upon incising 
the thin, stretched tissue which formed the sac, I found, immedi- 
ately under it, an appendix almost normal in appearance, except that 
the lower end of it had been perforated and was attached to the 
thin membrane through which I cut. Undoubtedly this was the 
portion of the appendix that was pathological to begin with. It 
was a very unique case. 

Intra-uterine Stem Pessary. 

Dr. H. P. Newman: I have devised this instrument for cervical 
stenosis, flexions, and resulting sterility. It is a silver-wire coil 
which has an olive-shaped tip and a small flange at its base to facili- 
tate introduction and to secure fixation. 

These are some of its advantages: It comes in graded sizes, 
and is easily modified for individual requirements. A pair of ordi- 
nary dressing forceps will change the spiral direction in any way 
desired, elongating or contracting it, making it smaller or larger. 

The instrument is intended to project just through the internal 
OS. It is easily placed and removed, requiring no especially de- 
vised instrument for its introduction, as does the Outerbridge pes- 
sary. 

Grasped with a simple pair of dressing forceps, it is easily in- 
serted by rotating it, and it is removed by reversing the rotation. 
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The spiral convolution prevents any danger of spontaneous expul- 
sion. 

The subject of ectopic gestation was continued from the April 
meeting. 

Vaginal Section for Extra-uterine Pregnancy. 

By Fernand Henrotin. M. D. 

(See page 151.) 

Discussion of the papers of Drs. C. S. Bacon, W. H. Rumpf, 
C. N. Smith, read at the last meeting, and of the paper of F. Hen- 
rotin. 

Dr. E. C. Dudley: I desire to raise the question whether the 
abdominal operation for extra-uterine pregnancy might not follow 
the same general principles which have been described in the evo- 
lution of the operation of hysterectomy — that is, first shut off the 
blood currents and then make a practically bloodless operation. 
My suggestion is not intended for tmiversal application, but there 
might be many cases in which the uterine arteries could be secured 
through the vagina, as in uterine myomata. These arteries having 
been ligated, the abdomen might be opened and the infundibulo- 
pelvic ligaments ligated on either side. This would cut off the 
blood current, and in such cases as these four ligatures may be pos- 
sible, any desired operation might be performed, and it would be a 
practically bloodless operation. 

Dr. Fencer: I think that would be a very difficult plan in many 
cases; it would be almost impossible to find the uterine artery 
through the vagina. 

Dr. Dudley: They are often found in cases of fibroma without 
much difficulty. 

Dr. Fencer: Yes, but an extra- uterine pregnancy is different. 

Dr. Henrotin: I would ask Dr. Fenger if the haemorrhage 
from that class of cases is not to a very great extent from the large 
veins, and not so much from the arteries. In these cases immense 
bunches of veins on both sides come from all quarters, and are 
extremely difficult to get at. I saw a case of Dr. Bacon's — an 
ovarian cyst in a seven months' pregnancy — and there was a bunch 
of veins as large as a fist on both sides, each vein as large as a 
finger. 
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Dr. Dudley: Of course, if the arteries are shut off, there will 
be no blood in the veins. I think that it will be found that thev are 
probably all in connection with these four arteries, the same as in 
fibroids or other conditions. 

Dr. Christian Fencer: I listened with a great deal of interest 
to the scholarly papers of Drs. Rumpf and Bacon upon the pathol- 
ogy and aetiology respectively of extra-uterine pregnancy, which 
showed careful study of the literature of the subject up to the pres- 
ent day, and to the interesting case reported by Dr. Henrotin, 
which was especially illustrative of the inevitable difficulties met 
with in cases of this kind. 

The practically much more important and interesting subject — 
namely, the operative treatment of extra-uterine pregnancy by ab- 
dominal section — as discussed by Dr. Smith, did not furnish the in- 
formation I had hoped for. It showed throughout the dogmatic 
dicta of the text-book, but I did not observe that any of the vital 
questions in this connection were discussed with reference to the 
literature of the subject. 

Extra-uterine pregnancy has been discussed in this Society two 
or more times within the last ten years, and the discussion has been 
based on cases much more illustrative than the two rather com- 
monplace cases which gave rise to this discussion. 

Although the dicta of a text-book are ordinarily too dogmatic 
to admit of discussion, and are consequently not subjects for dis- 
cussion before a scientific society, I shall attempt to draw out some 
points which at least admit of different opinions. 

In primary intraperitoneal rupture the essayist advocates the 
necessity and practicability of immediate operation, regardless of 
the degree of shock. Diihrssen (Deutsche medicinische JVochen- 
schrift, No. 2, 1894; Ueber Tubarschwangerschaft u. s. w.) calls 
attention to the danger of necrosis in an exsanguinated patient, and 
the further danger of operation in the abdomen under such circum- 
stances, when the congestion of the abdominal organs naturally fol- 
lowing any laparotomy is likely to cause fatal cerebral anaemia and 
death on the table. He therefore advocates saline-solution infusion 
preparatory to operation. 

This was first proposed by Wyder (Archiv fiir Gynakologic, 
Band xli, Heft i and 2; Beitrage zur Extrauterinschwangerschaft). 
After Diihrssen had lost one patient operated upon during shock, 
in his following cases he made infusion, prior to operation, of one 
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to two litres of saline solution with satisfactory results, as the pulse 
became and remained stronger during the operation, and the pa- 
tients recovered. 

As to the question of immediate operation in tubal abortion, 
Sanger (International Medical Congress, Rome; Ueber aktive Be- 
handlung des tubaren Abortus) has operated in one year upon six- 
teen patients for this condition with only one death. He states that, 
although the immediate danger from haemorrhage in tubal abor- 
tion is less than in rupture, the haemorrhage often recurs, and, after 
the haemorrhage has ceased, there is some danger of sepsis. At 
best the blood is absorbed but slowly. He therefore recommends 
abdominal section in preference to operation through the vagina, 
with or without removal of the uterus. The best time for operating 
is, however, three to four weeks after the cessation of the haemor- 
rhage. It is consequently desirable to wait, and not to operate im- 
mediately, as soon as the diagnosis is made or during the haemor- 
rhage, unless this should be very profuse and the symptoms 
urgent. 

I take exception to the statement that in primary extraperito- 
neal rupture, with the child living, " operation should be made as 
soon as diagnosis is made." Although electrical treatment or mor- 
phine injections, with the object of causing the death of the foetus, 
are practically abandoned, there may be exceptional cases in which 
this procedure may be useful. For instance, Lugeol (Atnerican 
Journal of Obstetrics, September, 1894) made a diagnosis of extra- 
uterine pregnancy at seven months with a living child. But the 
patient was so weak that he did not dare at that time to make lapa- 
rotomy. He injected five centigrammes of morphine into the shoul- 
der of the foetus, which caused its death nine hours later. After 
two months and a half, when the mother had gained in strength, 
he made laparotomy and saved his patient. 

If we look through the statistics for 1894, as collected by Leo- 
pold Mayer {Nordiskt medicinskt Arkiv, New Series XVII), we find 
some hints as to the expediency of immediate operation. 

I. Operations in the first half of pregnancy. These cases are so 
enormously different in their clinical aspect from the later ones that 
it is better to classify them in separate groups. 

Mayer's report shows 104 cases with 20 deaths — a mortality of 
19.2 per cent. 
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a. Before rupture of the sac, 40 cases with 4 deaths — a mortal- 
ity oi ten per cent. 

1. Tubal abortion, 33 cases, 2 deaths; mortality, six per cent. 

2. Child alive, 3 cases, 2 deaths; mortality, 66.7 per cent. 

3. Unknown, 4 cases, no deaths. 

b. After rupture of the sac, 61 cases with 14 deaths — ^a mor- 
tality of twenty-three per cent. 

1. Operation during acute stage, shock, anaemia, 27 cases, 10 
deaths; mortality, 40.7 per cent. 

2. Acute symptoms not present, consequently later operation, 
26 cases, 3 deaths; mortality, 11.5 per cent. 

3. Not known, 8 cases, i death. 

It will thus be seen that it is more than doubtful whether it is 
proper to always operate in the acute stage in preference, in some 
cases at least, to waiting until the patient has recuperated from the 
anaemia or shock. It is possible that shock from rupture is due to 
other causes than the mere loss of blood; for instance, acute intoxi- 
cation — that is, sudden absorption of poisonous substances con- 
tained in the foetal sac. Intoxication and sudden death from other 
diseases, such as rupture of an abscess, or echinococcus sacs, or 
other cysts, is well known. When there is no haemorrhage, but 
symptoms of shock, the shock must be due to intoxication, and, of 
course, it must terminate either in death, or the patient will recu- 
perate and can be operated on, whereas operation during shock 
would be impossible. Lange and other authors think that they 
have saved lives by postponing operation until the shock of intoxi- 
cation has passed away. 

II. Operations in the second half of pregnancy. Mayer's sta- 
tistics show 23 cases with 3 deaths — a mortality of thirteen per 
cent. 

a. Child living; 4 cases, 2 deaths; mortality fifty per cent 

1. Sac and placenta removed, i case; recovered. 

2. Part of sac and placenta removed, i case; recovered. 

3. Sac and placenta left, i case; died. 

4. Sac removed, placenta left, i case; died. 

b. Child dead, 19 cases with i death — a mortality of 5.3 per 
cent 

1. Sac and placenta removed, 5 cases, i death; mortality, twenty 
per cent. 

2. Part of sac and placenta removed, i case; recovered. 
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3. Sac and placenta left, 8 cases; recovered. 

4. Unknown, 5 cases; recovered. 

It seems evident that the danger of operating with a living child 
is so much greater than operation after the foetus is dead; that im- 
mediate operation as soon as the diagnosis is made can not be seri- 
ously entertained as an absolute rule. The question of waiting for 
or effecting the death of the foetus, therefore, must come up for 
serious consideration. 

The fact that so many operations were made successfully after 
the death of the foetus would tend to prove that, in the majority 
of cases, the life of the mother is not unduly jeopardized by wait- 
ing for the death of the foetus. It is probably the wiser plan to 
individualize and carefully select the cases for operation with a living 
child when local disturbances in the abdomen call for operation, 
and, on the other hand, to temporize when there are no disturb- 
ances and the mother's condition consequently permits. 

To operate immediately in all cases would evidently be to sacri- 
fice the many on the altar of the few, and it is likely that clinical 
ability will enable the operator to select his cases. 

It further seems to me that the advice of Litzmann to postpone 
operating until the placental circulation has stopped is not alto- 
gether to be discarded in cases where the condition of the mother 
permits. The difference in mortality of fifty per cent, in favor of 
waiting for cessation of the placental circulation may have been 
diminished with modern methods of operating and asepsis, but the 
danger from haemorrhage is not likely to vary to such an enor- 
mous extent. 

The essayist says " if the placenta can not be removed, the sac 
is stitched to the wall and packed with iodoform gauze." To the 
use of iodoform gauze there are the following objections: 

1. Danger of iodoform poisoning, as in many of these patients 
we may expect some disturbance in the function of the kidneys, 
pressure on the ureters, and so on. 

2. Danger of haemorrhage during the loosening of the placenta 
is not so very insignificant, and has resulted in the recommendation 
of a styptic packing — namely, gauze impregnated with salicylic 
and tannic acid. As these drugs are at the same time styptic and 
non-poisonous, and as iodoform has little antiseptic value, the use 
of styptic packing would be preferable. 

The essayist states that " total extirpation of the sac can not be 
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advocated at the present time, although it promises better resultSi 
as it has been employed in so limited a number of cases." Total 
extirpation is to be advocated in selected cases. It can be employed 
only in a few favorable cases, such as unruptured tubal pregnancy, 
and it is for the surgeon to determine, when he has opened the ab- 
domen, the possibility of finishing the operation. This depends 
to some extent upon the ability and dexterity of the operator, but 
to a greater extent upon the wall of the sac and its relations to the 
surrounding organs. The more cases an operator has seen, the 
more he has operated, the better will he be able to lay his plans 
after he has opened the abdomen. 

Dr. Karl Sandberg: I have very little to say about the aeti- 
ology, diagnosis, or pathology of extra-uterine pregnancy, as these 
branches have been well discussed, but I would like to say a few 
words about the treatment. I would simply state in regard to the 
pathology, especially the location of the ovum, that Lawson Tait, 
in his book on the Diseases of Women and Abdominal Surgery, states 
that in seventy-six cases of ectopic gestation observed by himself, 
cither by post-mortem or by operation, the seat of pregnancy in 
all cases was ascertained without doubt to be the Fallopian tube, 
and in all except one in the peripheral part of the tube — that is, the 
part outside of the uterus. In only one out of the seventy-S(ix was 
the location of the ovum what we call interstitial. He states that 
he has seen no other forms of ectopic pregnancy, and does not 
believe much in them. He furthermore claims that in all cases that 
have occurred in his experience, in which the gestation has gone 
beyond the period of primary rupture, the location of the foetus 
has been, in the broad ligament. In regard to the diagnosis, he 
states that he has only met one case of extra-uterine pregnancy 
before rupture, and in that case he failed to make a diagnosis, be- 
cause there was no special history pointing to that, and he made 
a diagnosis of occlusion and distention of the tube. At the same 
time he asserts that it would not make any difference in regard to 
a diagnosis after rupture, because, whenever he finds his patient 
in danger of death from conditions within the abdomen, which do 
not seem to be clearly of a malignant nature, but a correct diag- 
nosis of which is impossible, he opens the abdomen and at once 
makes the diagnosis certain and successful treatment possible. In 
regard to the time of rupture, Mr. Tait has laid down the rule that 
rupture always occurs before the twelfth week, and that, in the ex- 
16 
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perience of all operators, is the rule in the majority of cases, with 
the exception of the interstitial ones, when rupture occurs at a later 
date than in the tube itself. 

Dr. A. Martin, of Berlin, has published some statistics in regard 
to the time of rupture. Of sixty cases, fifteen ruptured in the first 
month, sixteen in the second, twelve in the third, seven in the fourth 
month, four in the fifth, two in the sixth, one in the seventh, two in 
the eighth, and one in the ninth. 

The late Dr. John S. Parry, of Philadelphia, published a book on 
Extra-uterine Pregnancy in 1876. He collected one hundred and 
forty-nine cases in which it was located in that part of the tube that 
does not traverse the uterus. One hundred and forty-five of these 
cases died. 

Schauta, in Germany, has collected two hundred and forty- 
one cases during fifteen years, and Martin has added some to 
these, making a total of two hundred and sixty-five cases under 
expectant treatment. Of these, 36.9 per cent, recovered, while 63.10 
per cent. died. Out of five hundred and fifteen cases treated by 
operative methods, 76.7 per cent, recovered and 23.3 per cent. died. 
When we come to the treatment of these cases we have to divide 
them into different classes. If a diagnosis is made before rupture, 
treatment by injections and electricity may be said to be given up, 
although even during the last two or three years such an authority 
as Franz von Winkel has again taken up the method of morphine 
injections, and out of seven cases so treated six were brought to a 
rapid recovery. After primary rupture, the question comes up 
whether the rupture is extraperitoneal or intraperitoneal. If it is 
extraperitoneal, then as a rule these cases can safely be let alone 
and they will do well; the ovum and the coag^la will be absorbed. 
It is probable that a great many such cases have recovered without 
being observed. There are only three or four conditions that will 
demand interference in these cases; in the first place, haemorrhage 
in such volume that it threatens the life of the patient. These cases, 
I believe, are rare, but when met with I believe they should be 
dealt with by abdominal section, that the supplying vessel should 
be ligated, and the sac packed and stitched to the abdominal wall. 
Surgical interference is also necessary in case a secondary rupture 
occurs over the first primary intraligamentous rupture, where we 
practically have an intra-abdominal rupture. Thirdly, absorption 
may not take place, but suppuration gradually come on, and these 
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cases, I believe with Dr. Henrotin, should be treated by vaginal 
section. According to my experience in such cases, the sac is so 
brittle and so difficult to handle that it is practically impossible to 
close it off from the abdominal cavity by sutures, and I consider 
it a great deal safer to approach through the vagina. Fourthly, the 
death of the foetus may not occur after rupture of the broad liga- 
ment, and it may go on developing in the ligament and either 
go on to full term or die at any time during gestation. 

In case rupture takes place into the peritoneal cavity, it seems 
that we all agree that operation is the only thing that can be ex- 
pected to save the patient; the only question is whether operation 
should be done immediately during the shock or afterward. The 
history of these cases is that the patient does not die, as a rule, from 
the first haemorrhage, but generally from repeated haemorrhages, 
so I should consider it fairly safe to wait after the first rupture has 
taken place until the patient had gained a little strength before per- 
forming the operation. Of course the operation in these cases can 
only consist in one thing — that is, ligating the vessels and remov- 
ing the tube with its contents. If the extra-uterine pregnancy goes 
on to full term, the question comes up whether to operate and try 
to save the life of the child or to let the child die and try to save 
the life of the mother only. Dr. Barry in his book takes strong 
grounds against operating on the living child, claiming the prog- 
nosis is a great deal worse when the child is living than after it is 
dead. In thirty cases operated on after the child had died, and a 
sufficient time had passed to stop circulation in the placenta, twenty- 
eight recovered. The operation was by incision of the abdominal 
walls, or simply by dilatation of the fistula that had formed. Of 
twelve cases of gastrotomy, performed after the suppurative pro- 
cess was well advanced, ten operations were successful. While nine 
women operated during the existence of foetal life, or soon after its 
extinction, all died. Lawson Tait is strongly opposed to these 
views, claiming that it is unsurgical, and that the proper way to 
do is to allow the child to go until it is viable, and then operate 
while the child is living. This is probably yet an unsettled ques- 
tion, but A. Martin is also in favor of operating on the living child, 
and I believe it will be the operation of the future. These opera- 
tions for extra-uterine pregnancy have only been performed dur- 
ing the last thirteen years, and we have not the experience or skill 
that others will have ten or twenty years from now. Different 
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methods of dealing with the placenta in operations at full term are 
being devised from time to time, and they will make the operation 
more simple. 

It seems unnatural that a woman should be better off with a 
dead foetus in her abdomen than with a living one. Lawson Tait 
is opposed to the vaginal route, because he says that extraction 
of the child is difficult; it is almost impossible to save the life of 
the child; and, furthermore, it is almost sure that the parts will 
be more or less torn, and there is great danger of concealed 
haemorrhage. It is next to impossible to deal with the placenta 
by vaginal section. The method of dealing with these cases that 
he recommends is to make an abdominal incision two or three 
inches away from the median line to the side the pregnancy is sup- 
posed to be on, in order to open the sac without opening the peri- 
toneal cavity. In the five cases he had operated on at the time he 
published his book he came right on the sac containing the foetus; 
consequently, it was extraperitoneal, and the abdominal cavity was 
not opened. The child is to be removed carefully, so as to avoid 
tearing as much as possible. The cord should be divided close 
to the placenta; the placenta should be emptied as far as possible 
of blood. The interior of the sac should be carefully cleansed, and 
the cavity filled with clean water and washed. After introduction 
of the sutures, the cavity should again be washed out with water 
by means of his siphon trocar, the stitches tied with the trocar still 
in the sac. The siphon action should then be reversed, the sac 
emptied, and the trocar withdrawn. This would seem to me almost 
an ideal method, especially with aseptic precautions. In some cases 
he has left the cord out at the lower angle of the wound. All the 
women have recovered, but they had to go through a long siege 
of suppuration. In a couple of cases he was able to ligate and 
remove the placenta, and stopped the bleeding by styptic applica- 
tions. 

The method recommended by A. Martin is in all cases where 
possible to separate the sac and tie its base, or, if this is not possi- 
ble, to take care of the supplying vessels separately. He says that 
the placenta also can be ligated by applying ligatures, progressing 
gradually from the periphery toward the center. Olshausen has 
suggested putting a mass ligature on the infundibulo-pelvic liga- 
ment in cases where the sac can not be separated from the neighbor- 
ing organs, claiming that the principal part of the haemorrhage 
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comes from the spermatic artery. From all these different sugges- 
tions I believe we will be able to find the best way of dealing with 
these cases surgically. 

Dr. C. S. Bacon: I would like to say one word in regard to the 
method of operating by the vaginal route.. In the very careful and 
conservative paper of Dr. Henrotin he has not described the method 
of operating with any detail, but the impression is left that he oper- 
ates generally through the posterior cul-de-sac. Indeed, that seems 
to be the method of operating that is generally adopted, judging 
from the remarks of one or two others who have spoken of operat- 
ing through the vagina. The objection to the vaginal method — 
namely, that haemorrhage can not be well controlled — is based upon 
the fact that the incision is always made posteriorly to the uterus, 
and the only method of controlling haemorrhage is by the tampon. 
Now, it seems to me from the observation I have had that in many 
cases an incision anterior to the uterus is much better than an in- 
cision posteriorly. It makes a decided difference in the operation 
whether the incision is made in front of the uterus through the 
plicae vesico-uterinae or posteriorly through the cul-de-sac of Doug- 
las. When the opening is made anteriorly, and the fundus of the 
uterus pulled outside, access is furnished to the broad ligament and 
to the upper part of the pelvic cavity much better than when the 
opening is made posteriorly. This has recently been shown by the 
operations of Wertheim and Bode, who shorten the round liga- 
ments through the vaginal opening. It has been shown to be an 
easy matter to reach the round ligaments at their exit from the 
abdomen by this method, and make folds as well as by a laparoto- 
my. This procedure is also one of the features of Dr. Byford's 
operation for retrodisplacement of the uterus, as described by him 
at our last meeting. Certainly this could not be done if the incision 
was made posteriorly. Wertheim has also recently shortened the 
sacro-uterine ligaments through a vaginal incision anterior to the 
uterus. The ligation of the tube and infundibulo-pelvic ligament is 
quite possible when the operation is made in this way, and we are 
not obliged to rely upon the tampon to control haemorrhage; hence, 
some of the objections to the vaginal route of operation which have 
been urged to-night would to a certain extent fail. Of course these 
remarks apply chiefly to tubal pregnancies of the first, second, or 
third months. In such a case as that described by Dr. Henrotin 
this method could have no place. 
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Dr. William Reynolds: I believe that the question of haem- 
orrhage is greatly overexaggerated. In the case which I reported 
here two months ago, where I operated by the vaginal route, the 
haemorrhage was nxL Last week, at Atlanta, Dr. Kelly, of Johns 
Hopkins University, reported twelve or fourteen cases which he 
had operated recently by the vaginal route, and he was very en- 
thusiastic in praise of the operation. He spoke of operating upon 
a sac before the foetus is dead. Lawson Tait, who has operated 
many times, along in the '6o's or '70's, said in all cases he had seen 
rupture had taken place before he saw the patient, and that usually 
the patient herself was ignorant of her condition. In regard to 
surgical shock, of course it is a rule laid down that no surgeon 
should operate upon a moribund patient. We should wait until 
the patient is in a condition in which we feel she will survive any 
operation; wait for an hour, or six hours, or for a day, if the patient 
does not rally sufficiently to undergo operation, then I believe a 
surgeon would not be justified in operating. I should not wait for 
the recurrence of haemorrhage, but I should wait until the patient 
was in a condition to satisfactorily undergo operation. 

Dr. T. J. Watkins: I would like to speak with reference to 
the interesting specimen Dr. Henrotin has exhibited. The outcome 
of the case is not surprising when we take into consideration the 
great complications which were present and the very bad general 
condition of the patient. If the condition could have been known 
as well before operation as after, I think the vaginal operation 
would have been much more preferable — that is, without opening 
the abdomen first. It was certainly impossible to complete the 
operation by the abdomen, and, by first going into the vagina, the 
patient would have been saved some blood, there would probably 
have been less shock, and she might possibly have recovered. It 
is better not to decide on the method of operation, but on the place 
where the operation should be commenced; it may be commenced 
by the vagina and finished by the abdomen, if necessary, without 
specially complicating the chances of recovery. It is good surgery 
in the earlier cases, subsequent to haemorrhage, if the mass is low 
down in the pelvis, first to make an incision through the posterior 
vaginal wall and to complete the operation through the abdomen 
if it can not be easily done throupfh the vagina. By doing this the 
danger of haemorrhage is very little more, as care can be taken not 
to separate tissues that will bleed in cutting into the vagina, and 
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the danger of sepsis is very little if the vaginal incision is carefully 
made and the parts thoroughly cleansed before the abdominal in- 
cision is made. 

The point brought up by Dr. Fenger as to the advisability of 
not operating during shock or the use of restoratives, especially 
saline solutions, would seem, from a theoretical standpoint, not to 
be a good one, because haemorrhage in nearly all of these cases 
stops on account of low blood pressure. He, however, fortifies the 
position he takes with cases which would seem to demonstrate that 
it is good practice, although it does not seem so theoretically. I 
would like to ask Dr. Fenger how it can be determined whether 
haemorrhage is continuing or not. In a recent case I was very 
much puzzled to know whether the haemorrhage had stopped or 
not. One of the assistants advised delay on account of the poor 
condition of the patient, but the abdomen was opened, and it was 
found that the haemorrhage was continuing. In these cases it is 
often difficult to say whether sepsis is the result of operation or 
of absorption of serum, so it would often be impossible to vary 
the method of operation with the distinct idea that it was a suppura- 
tive case or one due to absorption of serum. 

Dr. H. P. Newman : One point which has not been mentioned, 
and which is important, particularly in advanced cases and in the 
vaginal operation, is the desirability of avoiding the placental site 
in the primary incision. 

The suggestion made by Dr. Bacon that an incision anterior 
to the uterus may be better than one posterior would apply espe- 
cially to this point. The placental site is the factor in the uncon- 
trollable haemorrhage. To enter through the vaginal route poste- 
riorly means coming immediately upon the placental site, as it is 
usually situated in the more dependent portion of the sac behind 
the uterus. 

Were it possible to enter the sac by an incision anterior to the 
uterus we might avoid this, though we are not unmindful of the 
difficulty of so doing, on account of the high position of the cervix 
and the frequent crowding of the uterus forward. 

In the abdominal incision we should certainly avoid this impor- 
tant area, as the placental site can usually be made out. 

If this is important in Caesarean section for intra-uterine preg- 
nancy, it is doubly so in those cases where the sac walls have not 
the contractility which obtains in the uterus proper for control- 
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ling haemorrhages. Modified subperitoneal operations would seem 
to be indicated in advanced cases where it is possible to extract the 
child and accomplish the procedure in this way. I would take ex- 
ception to Dr. Watkins' instruction always to enter first through 
the vagina. In advanced cases exploration through the abdomen^ 
or the subperitoneal method just referred to, would, I think, be 
preferable. Subsequently, drainage can be provided, if thought 
best, more intelligently through the vagina, leaving the placenta 
intact or otherwise. 

The early diagnosis of these cases is extremely important, and 
not so difficult as would seem, judging from statistics of the large 
number of cases unrecognized until rupture has taken place. 

The symptoms of ectopic pregnancy are rather well defined, 
and, if more strict observation were made of suppressed or irregu- 
lar menstruation, more of these cases would be diagnosed and oper- 
ated upon before rupture. 

I would ask Dr. Henrotin what anaesthetic was used in his case. 
I would not imply by this question that Dr. Henrotin or any Fellow 
of this Society would use chloroform in these cases where the pa- 
tient is anaemic or exsanguinated, but I would deprecate its use in 
all such cases, as excessive haemorrhage may occur, and I have 
known of cases where I believe the anaesthetic was immediately 
responsible for death rather than the shock or loss of blood. 

Dr. Fencer: Dr. Watkins asks how we can know when haem- 
orrhage is stopped. It is, of course, impossible to know when 
haemorrhage will remain stopped; all we can do is to watch the 
patient and try to come to a conclusion from the symptoms. 

He also asks how we can decide upon the presence of serum 
or pus. This we do by exploratory incision with the hypodermic 
needle. It can do no harm, and will settle the question. 

Dr. Henry T. Byford: With regard to the proposition to 
Hgate the uterine arteries, I should consider it impracticable in ad- 
vanced and unnecessary in early cases. 

Ligaturing the uterine and spermatic arteries does not shut off 
all the blood supply. The mesenteric, haemorrhoidal, and vaginal 
vessels supply more or less blood. 

The field for vaginal section is found in the earlier stages, when 
the condition is pelvic; the field for abdominal section in the later 
stages, when the condition is abdominal. In the earlier stages be- 
fore rupture or tubal abortion, or even after rupture, but without 
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much haemorrhage, the vaginal route should have the same con- 
sideration as for a sactosalpinx. On the other hand, it would be 
about as rational to remove a large adherent ovarian tumor by 
vaginal section as an extra-uterine pregnancy after the fifth month. 
When the foetus is dead we then operate for a foreign body, or 
haematocele, or for an abscess, and in such cases can often evacu- 
ate through the vagina. 

Much has been said and done in the way of leaving the blood 
in the abdominal cavity to nourish the patient. Such a procedure 
for such a purpose is absurd and dangerous. The serum alone is 
rapidly absorbed. The remaining clot acts as an irritant, and is apt 
to interfere seriously with the normal circulation and absorbent 
power of the alimentary canal, as I have observed, and is liable to 
undergo septic changes. Colic and subcutaneous injections of a 
normal salt solution just before or immediately after the opera- 
tion will accomplish the same result. The only rational reason for 
leaving the clot is that the patient is so near dead that the operator 
must finish quickly, and exposure of the abdominal contents is so 
slight that sepsis is not to be feared. Yet infection of the clot and 
abscess is observed in cases that have not been operated upon. 
The greater part or all of the clot can usually be quickly removed. 

As to the time for operating, I should say that immediately after 
rupture is the best time if we can not do so before, for it is difficult 
to determine how much blood will be lost. If the haemorrhage has 
ceased for several hours, absolute immobilization of the trunk for 
several days, and an ice-bag on the abdomen for forty-eight hours, 
may be expected to prevent a recurrence in tubal abortion, and in 
all cases but those in which the first recognized haemorrhage threat- 
ens to prove fatal. Later operations must depend upon the progress 
of existing conditions, and should not be predetermined by any 
fixed rule of action for all cases. 

Dr. Henrotin: There is one question, and it is a question of 
the future — ^that is. How can you tell in the early stages whether 
it is tubal abortion or tubal rupture? I do not see the least diag- 
nostic sign that makes any great difference in these cases, unless 
sometimes the character of the pain gives some indication as to 
whether it is rupture through the tube or abortion through the 
tube. 

Dr. Watkins: A pregnancy in the outer third of the tube usu- 
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ally terminates in abortion, and a pregnancy in the inner third 
nearly always terminates by rupture. 

Dr. Byford: I have seen abortion occur in the middle portion 
of the tube. I think the character of the pains will help us. 

Dr. Fernand Henrotin' (in closing the discussion): First, re- 
garding early rupture and loss of blood, I want to say that my 
paper plainly points out that I only have reference to acute early 
ruptures, and a little later on I state that in a case only seen a little 
time after the haemorrhage, where a pretty definite opinion can be 
given of the possibility of rallying the patient, the case is much 
more likely not to be operated at all, and frequently a number of 
these cases do better; I have seen quite a number. But what do 
you do when you get a woman who within two or three hours is 
pulseless, cold, and white? As a general rule, where cases are so 
acute, you can put it down that the patient is going to die. She is 
absolutely pulseless, and you can not wait for rallying or anything 
else. You have got to take the patient into your own hands, put 
her where the head is low down, give her ether, and make a quick 
incision, and by all means leave the blood; your patient dies while 
you are cleaning out the blood. These acute cases are usually very 
early in the beginning of pregnancy. Those cases rupture with 
horrible suddenness. I am not talking of ten-weeks' cases. Where 
the implantation of the ovum is on the upper border of the tube 
or the broad ligament, they go on to ten weeks and over; but in 
these other cases it is death or do something in short order. I have 
given this case simply to indicate that some distinction can be made 
between the cases as to whether we should operate or not, and then 
which cases can be operated in shock. You have got to have the 
hole closed where the blood comes from, and, as you know your 
patient is dying when she is bleeding that way, the thing has got 
to be done at once or your patient is gone. This patient was oper- 
ated absolutely in cold blood. There is one important symptom — 
that is, jactation or tossing of the patient. Every one of us in 
hospital work knows that when a patient who is exsanguinated 
begins to toss about we have the final scene preceding dissolution. 
But if you don't think your patient is dead, you still have a show 
for her if you operate quickly enough. The doctor says about the 
blood left in that only the serum is absorbed. That is what we 
want; until the vital forces pick up you can not spend any time 
cleaning out the cavity in these early cases of large rupture and 
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haemorrhage. As regards my particular case, hindsight, as we 
say, is better than foresight. Now, looking that case over, I can 
see a way that might give a better result than we have here. You 
must remember that the uterus is high up, the cervix is high up 
behind the pelvis, that the whole thing is a solid mass with adhe- 
sions. When any one talks about liking to make an abdominal 
operation, I can only say what I said in the paper — that I do not 
believe any living man could have delivered that woman abdomi- 
nally without losing her. The adhesions were extensive, there were 
pools of blood here and there, and in order to work through there a 
very little puncture would penetrate the bowels, which undoubtedly 
wer adherent all over. Now what would you do? What would I 
do if I were to take this case again and try to bring it to a success- 
ful issue — these repeated haemorrhages, the constant fainting spells 
of the woman, and her depressed condition? I would not do the 
same thing over, but just as sure as sunshine for that woman to 
live in such a low condition as she was in, something had to be 
done; she could not go to term or anywhere near it. Here was 
the child presenting in the pelvis; if you had cut here you would 
have fallen into the anterior cul-de-sac; you could not reach the 
anterior fornix and bring it down. Now, I would revert to the old 
method and stick a hypodermic needle right into the child, inject 
it with a good dose of morphine and kill it, then sit down and 
wait, leaving my patient in the best condition I could, and at the 
first sign of beginning sepsis I would imitate Nature and make 
thorough drainage through the vagina, wait a month or six weeks 
until the placenta was all down, if I could, and take out the child; 
and I would expect to have a better show for saving the woman 
than I did. 

Dr. Charles N. Smith (closing the discussion): I am ac- 
cused by Dr. Fenger of being dogmatic. If the somewhat vigorous 
statement of my opinions concerning the treatment of ectopic ges- 
tation can be called dogmatism, then I willingly plead guilty to the 
charge. I hold that every man of experience is entitled to some 
opinions without apologizing for them by multitudinous quotations 
from foreign literature. It was not my purpose to present a literary 
compendium for your consideration. If my paper contains some 
positive statements, it certainly possesses the merit of showing 
where I stand on this subject. Even now, at the close of this dis- 
cussion, I see no good reason for the slightest change in my views. 
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The two cases reported at a previous meeting, one of which was 
mine, are characterized by Dr. Fenger as commonplace. I am 
pleased to know that he considers my case as a commonplace one. 
He has grasped the very point which I wished to emphasize — ^that 
tubal abortion is far more common than is usually considered. He 
must bear in mind that it is the thoughtful and exhaustive considera- 
tion of commonplace cases that has established the rules of pro- 
cedure in every-day work, while the study of unique cases is of but 
little practical value. 

Dr. Fenger, fortified by a quotation from Diihrssen, objects to 
my advocacy of the necessity and practicability of immediate opera- 
tion in primary intraperitoneal rupture regardless of the degree of 
shock. This objection hinges mainly on the time for the employ- 
ment of the saline solution. Diihrssen, along with the multitude, 
advocates the infusion of saline solution before operation. I advo- 
cate its employment during operation and after control of the bleed- 
ing vessels. Diihrssen would increase the volume of circulating 
fluid, thus distending the partially emptied vessels and stimulating 
the heart to more powerful action before the vessels have been se- 
cured. At the risk of still being dogmatic, I will state that any pro- 
cedure which increases arterial pressure favors haemorrhage from 
an open blood vessel. What can more profoundly increase arterial 
pressure than a marked increase (one or two litres) in the quantity 
of fluid within the vessels and the consequent powerful stimulation 
of the heart? Control of the bleeding vessels of the tube can be 
secured almost instantly after the abdomen has been opened. Then 
the salt solution may be safely and advantageously employed. Surely 
no time has been given for the occurrence of fatal cerebral anaemia 
the result of manipulation within the abdomen. I must still con- 
tend that, from both a physiological and clinical standpoint, the 
point which I have made is well taken. I did not deem it necessary 
to inflict upon you excerpts from the literature relating to the em- 
ployment of salt solution. It is now practically ancient history. 
You are all clinically familiar with its employment. 

Dr. Fenger quotes the statistics of Leopold Mayer to strengthen 
his argument against immediate operation in primary intraperito- 
neal rupture: 

" I. Operation during acute stage, shock, anaemia, 27 cases, 10 
deaths; mortality, 40.7 per cent. 
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" 2. Acute symptoms not present, consequently late operation, 
26 cases, 3 deaths; mortality, 11.5 per cent/' 

These statistics on their face and standing alone present an argu- 
ment of some weight. 

Do they tell the whole story? It will be noticed that one more 
than one half of the whole number of cases demanded immediate 
operation. They were unquestionably serious cases threatened by 
impending death, and yet seventeen out of twenty-seven were saved. 
How many of the twenty-seven would have survived without an 
immediate operation? That is the point. Now note, by the follow- 
ing extract from my paper, that I have not advocated immediate 
operation in all cases: " When called at this period (primary intra- 
peritoneal rupture) the surgeon is placed in a position where clear 
judgment, diagnostic ability, and rapidity in thought and action 
are most necessary. A decision having been reached in favor of 
intraperitoneal rupture, immediate preparation for operation must be 
made. This must be followed in all cases of severe hcemorrhage by 
the immediate performance of abdominal section." 

Another point overlooked by those who are so willingly guided 
by statistics relates to the large numbers of women who die from 
primary intraperitoneal rupture without operation either early or 
late. Refused an early operation, they die before the very eyes of 
the waiting surgeon. Those cases, for obvious reasons, are largely 
beyond the reach of the statistician. Until such time as reliable 
reports concerning this latter class can be obtained, such one-sided 
statistics as are quoted above should not be allowed to militate 
against immediate operation in severe intraperitoneal haemorrhage. 

My critic, basing his view on a paper by Sanger, objects to im- 
mediate operation in tubal abortion, advising delay until three or 
four weeks after the cessation of the haemorrhage. He admits, how- 
ever, and by the admission emasculates his argument, that " the 
haemorrhage often recurs, and after the haemorrhage has ceased 
there is some danger of sepsis." 

I believe it to be absolutely impossible, in the present state of 
our knowledge, for any man, it matters not how experienced he may 
be, to say when the haemorrhage from tubal abortion has ceased 
not to recur. While the primary haemorrhage from an incomplete 
tubal abortion may be slight, a recurring, profuse, and fatal haem- 
orrhage may take place during any one. of the twenty-one or twenty- 
eight days of delay which he indorses. 

17 
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" There is some danger of sepsis "; so much so that more than 
one accomplished surgeon has operated upon a septic patient for 
the evacuation of a supposed collection of pus only to find a cir- 
cumscribed hematocele the result of a tubal abortion. As I have 
said in another portion of my paper, it is the treacherous uncer- 
tainties which surround these cases that should prompt us to refuse 
to be tricked into a false sense of security and a policy of delay. 

In reference to operation with a living child, my paper dealt 
with cases seen prior to the completion of the fourth month, as con- 
trasted with those seen after that period. I urged that operation 
be performed without delay in all cases seen during or before the 
fourth month. Operation at this time is not attended by either the 
great difHculties or the extreme haemorrhage met with in later opera- 
tions. This early operation spares the mother the dangers of sec- 
ondary intraperitoneal rupture, with terrific haemorrhage if the pla- 
centa be torn or dislodged, and possibly sudden death before surgi- 
cal relief can be secured. 

Dr. Fenger notably misquotes me in reference to enucleation of 
the sac in late operations. I said: "This procedure more nearly 
approaches the ideal than does any operation contemplating the 
leaving behind, even for a few days, of the placenta. At the pres- 
ent time, in view of its employment in so limited a number of 
cases, this method of operation can not be urged as one promising 
better results than are obtained by the older methods." As Pinard 
well puts it (Bulletin de FAcad. de tnid.) : " The removal of the cyst is, 
perhaps, more surgical, but certainly less prudent." 

Official Transactions. T. J. Watkins, M D., 

Editor of Society. 
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EXTRA-UTERINE PREGNANCY OCCURRING TWICE 

IN THE SAME PATIENT, WITH GENERAL 

CONSIDERATION OF THE SUBJECT 

OF ECTOPIC GESTATION.* 

By Lester E. Frankenthal, M. D., 

Attending: Obstetijcian, Michael Reese Hospital ; Attending Gynaecologist, St. Luke's 

Hospital, Chicago. 

Theory. — It is noteworthy in speaking of extra-uterine preg- 
nancy to refer to the statement made by Minot (i), that the meeting 
point or site of impregnation in placental mammals is about one 
third or perhaps one half way down from the fimbria to the uterus. 
In connection with this let me cite Diihrssen (2), who found dead 
spermatozoa in the right, and at least a dozen living ones in the left 
tube of a patient who had been confined to bed for nine days in 
Gusserow's clinic, who claimed to have had intercourse for the last 
time three and a half weeks previously; and likewise Birch-Hirsch- 
feld, who made a post-mortem on a prostitute sixteen hours after 
death and found living spermatozoa in the tubes. Coste has shown 
that after the ovum has graduated the outer third of the tube it is 
covered with an albuminous coating, making impregnation ex- 
tremely difficult — in fact, highly improbable. It is essential to men- 
tion here the original research of Lode (3). He injected an emul- 
sion of charcoal into the abdomen of a four months' rabbit, and 
found the same amid the cilia of the fimbria of the tube, though 
not farther in, for at this age neither the uterus nor the remainder 
of the tube contain cilia. He then injected into full-grown rabbits 
two cubic centimetres of an emulsion of the ^%% of the ascaris lum- 
bricoides beneath the diaphragm into the abdominal cavity; re- 

* Read. For Discussion^ see page 258. 
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spectively ten and thirty-six hours later the rabbits were killed; no 
eggs were found in the vagina or uterus, most of them in the middle 
of the tubes. In further proof of the migration and transmigration 
of the ovum let me cite the case of Weber v. Ebenhof of tubal preg- 
nancy of the right side with absent right ovary, and the experiments 
of Leopold, who excised the ovary of one side, ligated and cut the 
tube of the opposite annexa, and in two instances his animals be- 
came pregnant. It is not foreign to my subject to mention that 
Haussmann (4) found living spermatozoa seven and a half days, 
Percy eight and a half days, after copulation,, in the uterine cavity. 
Henley has shown that a spermatozoon may travel the distance of two 
centimetres in seven to eight minutes. It is interesting to note that 
cilia can move a piece of sealing wax five millimetres in size; and that 
two frogs' heads speared on a glass rod through mouth and oesopha- 
gus, facing each other, will move through the aid of the cilia toward 
each other. Ludwig (41) states that the motion of the tubal mus- 
cles is toward the fimbria, that of the cilia toward the uterus. Peri- 
stalsis and antiperistalsis has been observed by watching the tubes 
during operations. The mechanism which conducts the ovum from 
the ovary to the tube is at the present time not settled. Von Haller 
produced an erection of the tubes on the dead by injection through 
the spermatic vessels. Rouget (5) claimed that by way of reflex 
irritation the smooth muscular fibers in the meso-ovarian and broad 
ligament contracted and closed the fimbria over the ovary. Kehrer, 
on the other hand, showed that the fimbria were attached just at 
that place where the follicles burst most frequently. Leuckart ex- 
plains the bursting of a follicle like an ejaculation, during which 
the ovum is thrown into the tube. The theory advanced by Becker 
is that the cilia found on the outer surface of the fimbria dip into 
the peritoneal fluid, and give the ovum the direction toward the 
fimbria. Additional weight is added to this by Kussmaul, who says 
that the peritoneal fluid, in loco, is increased by the bursting of the 
follicle, thereby aiding the cilia. C. Hasse claims that the tube turns 
upon its own axis backward, so that its mesentery covers the upper 
posterior surface of the ovary, forming a bursa ovarica — sl pocket 
filled with peritoneal fluid. I have thus far recapitulated briefly 
all available material — experimental and natural — on the migration 
of the ovum and spermatozoa, the mechanism of the cilia and tubes. 
Heil (6), Hasse (7). 
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So that 

1. Living spermatozoa have been found in the tubes. 

2. The customary site of impregnation in mammals has been 
proved to be in the tube. 

3. The ovum is impermeable after it has graduated the outer 
third of the tube. 

4. The motion of the cilia in the tubes is toward the uterus. 

5. That of the muscular fibers is toward the fimbria. 

6. The motion of the uterine cilia is toward the tubes. 

7. Extra-uterine pregnancy frequently occurs. 

All of these facts confirm my belief, notwithstanding the opin- 
ions of eminent authors to the contrary, such as Bland Sutton (8), 
Lawson Tait (9), that the future will bring additional evidence in 
abundance to convince us that, in the human female, impregnation 
occurs normally in the tubes. 

Granting that impregnation has occurred in the tube, why now 
does the fecundated ovum, in some instances, not wander to the 
uterus? The human ovum measures 0.2 millimetre. Fecundated 
in the second week, it measures three to six millimetres ; the uterine 
opening of the tube measures two to three millimetres. If for some 
reason the migration of the fecundated ovum be delayed, a mechani- 
cal hindrance will offer itself to its entrance into the uterus. Von 
Winckel (10). 

Selenka has demonstrated the extremely adhesive, sticky prop- 
erties of the fecundated ovum at the time of implantation. The 
cells of the discus proligerus covering the zona pellucida are only 
gradually destroyed along its wandering, so Wyder (11) theorizes 
that on account of a premature discharge of the ovum from the 
follicle some of the cells of the discus may remain attached in the 
follicle, exposing the zona of the ovum, and causing its untimely 
adhesion in the tube. Mechanical anomalies, such as accessory tube 
found by Kossman (12) in from four to ten per cent, of women, 
supernumerary ostia abdominalis tubae found by Edebohls (13), may 
hinder the migration of the fecundated ovum. Of the pathological 
conditions which interfere in the progress of the ovum, let me 
briefly enumerate a fibroma of the tube found by T. Spath (14) four 
and a half to five centimetres in size. Mucous-membrane hernia 
of the tube described bv Rokitansky (15). Persistence of the foetal 
convolution spoken of by Freund (16), contradicted by Wedeler. 
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Perisalpingitis, salpingitis, and tubal diverticula (Carus and Abel). 
Adhesions from previous abdominal operations and previous inflam- 
matory diseases may likewise interrupt the passage of the ovum. 
Mandelstamm (17) found a polyp in the fundus of the uterus ob- 
structing both tubal osteae. 

Pathology. — ^The fecundated egg becoming implanted in the tube, 
what will its fate be? That portion of the tube not directly involved 
in the attachment of the ovum shows small cell infiltration. Once 
in a while the mucous menlbrane seems to grow in between the 
muscular fibers, the musculature of the tube undergoes hyperplasia 
and hypertrophy, especially the circular fibers. Freund calls especial 
attention to this very interesting fact, that this hypertrophy does not 
occur to the same extent in the impregnated infantile tube as it 
does in the other, explaining thereby their greater liability to rup- 
ture. In nearly all the tubes the cilia has been found, and where the 
examinations were made soon enough, in motion. In some cases 
extreme rarefication of the tubal walls has been described. The 
insertion is like in uterine pregnancy, usually on the posterior in- 
ferior surface of the tube. The uterus hypertrophies as in uterine 
pregnancy; its mucous membrane is converted into a decidua. In 
accordance with the amount of pressure will the mucous membrane 
of the foetal sac be cylindrical, cuboidal, flattened, atrophied, or 
absent. In the first months the adhesions between the foetal sac 
and tubal walls are not as intimate as in uterine pregnancy. In 
part the mucous membrane is intimately connected with the epi- 
thelium of the decidua, in part only loosely coaptated. The decidua 
vera forms only where the egg becomes inserted. At the placental 
insertion the epithelium is entirely lost, the mucous membrane 
being converted into a decidua serotina. There is here no well- 
defined boundary line between decidua and <mucous membrane, the 
one growing into the other. This strata is named by pathologists 
the submucosa tubae. The tubal decidua differs from the uterine 
in that its boundary line with the muscularis is lost in many places. 
Von Winckel and others have found a decidua circumflexa consist- 
ing of large decidua and connective-tissue cells and smooth mus- 
cular fibers. The chorionic villi are much as in normal pregnancy; 
in many instances they are covered by a double layer of epithelium; 
the relation between the decidua and villi is almost like in uterine 
pregnancy. The tube wall becomes thinned if the egg implants 



The Chicago Gyncuological Society, 237 

Itself in a portion of the tube hindered in its free locomotion and 
development; though opposite the implantation, the tube hyper- 
trophies till later impreg^ancy, on account of excessive growth, it 
too becomes thin. The nutrition of the villi will suffer in propor- 
tion to the amount of haemorrhage, and in time become destroyed. 
First the epithelium swells, then becomes cloudy, is raised, and its 
nuclei may be lost; neither the epithelium, stroma, nor vessels remain 
recognizable. The same may happen to the decidua cells. This 
will account for the absence of villi and decidua cells when the tubes 
are removed some time after haemorrhage has occurred. Zedel (18), 
Klein (19), Abel (20), Berry Hart (21), Keller (22). 

The pathological diagnosis may be made according to Orth- 
man (23): (i) If we find an organized blood clot within the tube, 
(2) the presence of decidua cells is not necessary; (3) chorionic villi 
will only be found in the very first months of pregnancy. 

Von Schrenck found rupture 

13 times in the first month 10.8 per cent. 

67 " " second ** 55.8 " 

28 " •' third " 23.3 " 

12 " " fourth " 10 

Shauta found rupture 

15 times in the first month 19,4 per cent. 

29 " " second " 37.6 " 

23 " " third '* 29.8 " ' 

10 " " fourth " 12.9 " 

Orthman collected seventy cases, and found rupture and abor- 
tion (by abortion is meant the delivery of the ovum through the 
fimbriated extremity) to occur about equally as often — thirty-eight 
ruptures, 54.2 per cent., to thirty-two abortions, 45.7 per cent. Mar- 
tin collected fifty-four cases, and found rupture twenty-three times, 
42.7 per cent.; abortion twenty-nine times, 53.7 per cent. In two 
cases he found both rupture and abortion, 3.7 per cent. In these 
last two the rupture being secondary to the abortion. 

Rupture may occur — 

1. During examination or operation. 

2. Through thinning of the tube wall, 
(a) Haemorrhage between t%^ and wall. 

(6) Implantation not occurring in a free part of the tube, but 
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near the uterine insertion, the growth of the tube not keeping pace 
with the growth of the foetus. Klebs (25). 

(c) A pseudo membrane, becoming tenser and tenser as the tube 
enlarges, making traction and finally causing rupture. Kalten- 
bach (26). 

(d) Implantation in the hernia of the tube. 

(e) Implantation in foetal convolution of tube. 

3. (a) Through growth of normal villi into the musculature of the 
tube. Leopold (28). 

(fr) Through growth of a myxomatous degenerated villi into the 
musculature of the tube. Recklinghausen (29). 

Rupture usually occurs near the placental site. After rupture 
the ovum may remain 

1. Inserted and continuing its growth, or be converted into a 
mole. 

2. Or be expelled with or without its membrane into 
(a) The abdomen. 

(6) The broad ligament. 

(c) The tubo-ovarian cavity. 

Every rupture is followed either by 

(a) Free haemorrhage into the abdomen; or 

(6) The formation of a haematocele; or 

(c) Free haemorrhage and haematocele; or 

{£) The formation of a haematoma. 

Then the foetus becomes either 

(a) Absorbed; or 

(6) Mummifies; or 

(c) Macerates; or 

(d) Decomposes; or 

{e) Undergoes lithopedian changes. 

Leopold showed (30) that a foetus two centimetres and a half in 
size placed inside of the abdominal cavity of a rabbit was absorbed 
in two days; only the bones were left of one five centimetres in size 
twenty-four hours later. Fehling says that the foetus of the early 
period consists of 97.5 water. 

Classification. — ^Tubal pregnancy may be divided into— 

1. Graviditas interstitialis ; (b) tubo uterine. 

2. Graviditas tubaria propria; (b) intraligamentosa. 

3. Graviditas ampullaris; (b) tubo-ovarialis; (c) tubo-abdomi- 
nalis; (rf) abdominalis. Martin (31). 
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Schrenck found of six hundred and ten cases, reported as — 

Tubal 83.5 per cent. 

Abdominal 8.2 

Ovarian 4.6 

Interstitial 3.6 






Sanger (32) wished tubal abortions divided into complete and 
incomplete. He likewise speaks of a secondary rupture after tubal 
abortion. In this condition multiple fissure are visible in the tube 
wall. This possibly will explain the re-occurrence of haemorrhage 
after the primary haematocele has formed. The formation of the 
haematocele is undoubtedly favored by pre-existing pelvic adhesions 
from previous disease, though this is not absolutely necessary, for 
the blood may flow so slowly that it becomes intrenched, so that 
the coagulum is found to consist of lamellae. 

The haematocele usually forms behind the uterus, crowding the 
uterus forward and upward (out of the true pelvis); or it may be- 
come located to the right or left or in front of the uterus, or, as I 
have seen it in one instance, on top of the lumbar spine. In the 
event of rupture occurring into the broad ligament, a haematoma 
will form. The fate of the fcetus is the same as in abdominal rup- 
ture, only that here perforations into the bladder, vagina, or rectum 
are more frequent. The haematoma will become absorbed, or, if 
infected from micro-organisms in the tube or contact with bowel, it 
will form an abscess. 

Symptoms. — ^The previous history and symptoms of ectopic preg- 
nancy as usually met with are — 

1. Prolonged sterility, with or without previous pregnancy. 

2. Irregular and peculiar menstrual history. That is, (a) the 
menstrual period having skipped one or two months, comes on 
at a time not corresponding to the usual period, or, (b) coming on 
at the right time, is prolonged; (c) the menstruation comes on ahead 
of the usual time. This may occur from two to three weeks after 
impregnation, (d) A decidua may or may not be passed; (e) later 
a second decidua may be passed, (v. Winckel and Frankel (40).) 

3. During the first eight weeks of extra-uterine pregnancy the 
usual subjective symptoms are absent, (a) Neither is there the 
morning sickness; (b) nor the fullness of the breast; (c) nor have 
I found serum in any of the breasts of my patients where I have 
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looked for it; (rf) nor do the patients feel as they did in previous 
pregnancies. 

4. By physical examination we find the uterus enlarged, though 
in my experience not as in intra-uterine pregnancy. The enlarge- 
ment is more in the long axis. Hegar's sign I have never noted, 
nor is Ahlfeld's developed. After the fourth month fcetal heart 
sounds can be heard and foetal parts be felt. There may be dullness 
on percussion early, after rupture or abortion, in one iliac fossa. 

5. If ruptures have occurred, and a haematocele formed, say 
posteriorly (to the uterus), then I consider the position of the uterus 
quite characteristic of extra-uterine pregnancy; for after repeated 
examinations the uterus will be found more and more dislocated 
forward and upward against the symphysis, the cervix almost flat- 
tened. In hematomas the uterus is usually dislocated to one side. 
At first the tumor is always to one side, but, if the haemorrhage con- 
tinue, the peritonaeum will be raised up posteriorly to the uterus, 
so that the swelling no longer remains confined to one side. 

6. The symptoms of rupture and abortion are alike, excepting 
that in abortion (i) the symptoms due to sudden acute anaemia are 
less pronounced; (2) that locally one finds a tumor sooner; (3) that 
the tumor is not as large; (4) that the pains are more intermittent, 
like labor pains, reaching a typical acme. The pain is sudden in its 
onset ; it is intense, remitting, diffuse, over all the abdomen, though 
in a few instances, where I was called early, the patients could local- 
ize the intensest pain sufficiently well to aid in the diagnosis of the 
side affected. 

7. Vesical and rectal tenesmus. 

8. In the later months painful foetal motion. 

9. If the patient is seen while haemorrhage is going on, or its 
effects still last, the pulse will be found accelerated 120 to 160, gfrow- 
ing more and more indistinct, to be finally lost entirely. 

10. The temperature will be normal or subnormal in proportion 
to the haemorrhage. On the following day I have frequently seen 
an elevation in temperature due, I believe, to (i) anaemia (Eich- 
horst (33)); (2) peritoneal irritation and inflammation; (3) absorption 
(Landois (34)). Of value to note is that the death of a newborn child 
may be caused by the loss of a few cubic centimetres of blood ; that of 
an infant one year old by the loss of two hundred and fifty cubic centi- 
metres of blood ; and that of an adult by the loss of one half of the 
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whole quantity of blood, the body in the infant containing one nine- 
teenth, in the adult one thirteenth, of blood to the whole weight of 
the body. 

11. Signs of anaemia and shock. Shock may be caused more by 
the presence of the foreign body in the peritoneal cavity, and con- 
sequent peripheral nerve irritation, than by the acute anaemia. 
(Schwartz (35).) Signs of ansemia other than those mentioned : (a) 
Pallor; (t) cold sweat; (c) yawning; (rf) disturbed vision; {e) un- 
consciousness. All of these symptoms in proportion to (i) loss of 
blood; (2) the time consumed in losing it — that is, the rapidity. 
Aracki (36) found sugar and lactic acid in the urine. 

12. The abdomen is extremely sensitive to touch, and many 
times extremely tympanitic. 

13. Worthy of mention is von Winckel's sign of the unilateral 
pulsating artery, though in one instance I was nearly deceived by 
it in feeling the uterine artery of a sinistroverted, retroflexed preg- 
nant uterus. 

Diagnosis. — ^The diagnosis should be made by the aid of the 
previous history, the present symptoms, and the local examination. 
Especially valuable is this last investigation if we be acquainted 
with the previous condition of the patient's genitals. The diagnosis 
should never be aided by the use of the curette or sound: (i) Be- 
cause it is dangerous on account of the possibility of rupture being 
provoked. (2) If curetting elicits positive signs (decidua), they may 
even then be deceiving (decidua of normal pregnancy). If a tumor 
be present, a small aspirating syringe may be used per vaginam to 
differentiate pus from blood, though even this is rarely necessary. 
In the early months it is of differential value, that the insertion of 
' the round ligament is lateral in interstitial and cornu pregnancy; 
median in tubal. In cornu pregnancy the tube of the pregnant 
side is inserted lower than the non-pregnant one (Martin). After 
rupture the tumor is no longer as freely movable, nor are its out- 
lines as well defined; if the rupture has occurred into the broad 
ligament, the tumor reaches much lower into the pelvis, and is more 
intimately connected with the uterus, very much like in broad-liga- 
ment cysts. The diagnosis of extra-uterine pregnancy is just as 
certain in some cases, especially in patients the previous local condi- 
tions of whose genitals we are acquainted with, as is that of ap- 
pendicitis in many cases. 
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Diiferential Diagnosis. — Differentiate we must between — 

1. Retroflexed pregnant uterus, possibly complicated by a cervi- 
cal polyp bleeding occasionally. 

2. Pregnancy in bicornate uterus. 

3. Intra-uterine pregnancy, complicated by an annexa tumor. 

4. Ruptured pus tube. 

5. Ruptured varicose veins of tube, broad ligament, haemato- 
cele from ruptured Graafian follicle, haematosalpinx. 

6. Rupture of an ulcer of the gastro-intestinal tract and appen- 
dicitis. 

Progfwsis. — Cestan (3^) collected 249 cases, and found of the 
173 operated 21.3 per cent, died; of 76 treated conservatively, 85.8 
per cent. died. Martin collected 914 cases. Of these 278 were 
treated conservatively; thirty-three per cent, recovered, sixty-seven 
per cent. died. Of the 636 cases operated, eighty per cent, recov- 
ered, twenty per cent. died. 

Treatment. — Personally I have tried neither electricity nor mor- 
phine injections. While in Munich I observed a case treated by 
Geheimrath v. Winckel with morphine, and it did well. The con- 
servative plan of treatment proved to be a failure, not only on ac- 
count of the high mortality, but likewise on account of the follow- 
ing complications occurring in my own experience in cases seen 
in my own practice with consultants and as consultant in the prac- 
tice of others: 

1. Case of chronic oedema of leg, necessitating the wearing of 
an elastic stocking. 

2. Metrorrhagia lasting for more than one year after extra- 
uterine pregnancy, in spite of intra-uterine treatment, there re- 
maining a hard nodule of about one inch and a half in diameter in ' 
left broad ligament. 

3. Case of death from sepsis (post mortem), brought to hospital 
in a dying condition a week after rupture; not operated. 

4. Death from haemorrhage and shock. 

5. A persisting hard mass as large as a fist situated in the Doug- 
las' pouch, producing pressure symptoms on neighboring organs 
four months after primary rupture, finally necessitating operation. 

6. The later in pregnancy the operation is performed the more 
serious the complications, the more dubious the prognosis. After 
viability the mortality from the operation increases to 33.3 per cent. 
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(Orillard). Pregnancy frequently continues after rupture, so that 
finally operate we must. Why then not operate at once? 

7. Extra-uterine pregnancy may occur twice and three times in 
the same patient. 

8. Hydronephrosis and eclampsia may be caused by pressure 
from the shrinking extra-uterine sac. Steltner (43). 

9. The ovum may become malignant. Ahlfeld and Mar- 
chant (38). 

10. The 'operation conducted in a properly managed hospital 
and performed by an experienced surgeon carries with it hardly any 
mortality. The earlier performed the less numerous and organized 
are the adhesions, the less likelihood of sepsis from infected blood, 
the better the constitution and general condition of the patient — ^at 
least so far as the extra-uterine pregnancy has any bearing on it. 
Unless performed during the stage of shock, the patient can be 
properly prepared, the day being determined in advance, as for 
any other operative interference, the surgeon and assistant are at 
hand, daylight facilitates our work; in short, the prognosis in my 
opinion is far better with an early operation, and I advise it except- 
ing in those few cases seen days or weeks after rupture or abortion, 
where the foetus is presumably dead and a speedy absorption is 
noticeable. 

A novel suggestion comes from Sippel (39), who advises placing 
the patient in the Trendelenburg position if seen at the time of rup- 
ture, so that the blood can not accumulate in the pelvis, but, being 
distributed among the intestines, is exposed to a larger absorbing 
surface, thereby avoiding shock, haematocele, and finally opera- 
tion. 

The operation may be performed through the abdomen, vagina, 
or both. Only during the first eight weeks would I operate through 
the vagina, and then only in the pedunculated (unruptured) cases, or 
for the sake of merely draining through the Douglas' cul-de-sac, or 
where suppuration had taken place, as I consider the danger from 
haemorrhage too great after the placenta is developed. I have oper- 
ated twice during profound shock within a few hours — five to twelve 
— after rupture. Both patients recovered. A third patient upon whom 
I operated during shock in almost a pulseless condition, who had 
had three distinct and separate haemorrhages extending over a 
period of several week, died. She was absolutely pulseless ten 
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minutes after the operation had been started, and died about three 
hours later. An early operation might have given her a better 
chance of life. 

As an anaesthetic I prefer chloroform in the beginning. It is 
quicker, more agreeable, and the patients are less apt to struggle, 
thereby decreasing the dangers of shock and haemorrhage. After 
the patient is asleep I change to ether. The neutral salt solution for 
transfusion must always be on hand, hot, ready for use. It certainly 
has saved several patients for me and others whom I chanced to 
assist while operating. Worthy of mention is the suggestion to 
transfuse before operating if the patient be in shock. Personally, 
I feel more inclined to have an assistant expose the vessel in the 
arm at the same time the abdomen is being opened and to transfuse 
only after the bleeding adnexa is clamped. I feel convinced that 
the salt solution does good only mechanically by its quantity, and 
am therefore quite determined in my next desperate case to trans- 
fuse direct from man to patient, so that I may combine quantity 
with quality. 

Coeliotomy during the early months needs no detailed description, 
it being the same as that for the removal of the adnexa. I suggest 
in cases where great haste is necessary to merely clamp the adnexa 
and cut them off, leaving the clamp in situ for twenty-four hours. 
All blood should be carefully removed from the abdominal cavity 
as far as safety and time will permit, as blood after being in contact 
with the air is no longer sterile. In one instance, where on account 
of the patient's condition I dared not delay longer, I closed the 
abdomen, thinking that all the blood would be absorbed. An ab- 
scess was the result, delaying the patient's recovery for eight weeks. 

I consider catgut preferable to silk in abdominal surgery where 
there is the least chance of infection. I have not seen a fistula in 
three years while using catgut, nor have I seen a catgut ligature 
slip secondarily; nor can I trace any infection to catgut during the 
last year, for during that time our raw gut is cut in pieces thirty- 
six inches long, then sterilized after the method of von Bergman. 
Of this sterilized gut a piece one inch long is cut from either end 
and put in bouillon for culture purposes before using. 

After viability the operation is inore serious. I refer again to 
Orillard's statistics referred to above. Excepting for the purpose of 
drainage, the vaginal route is absolutely contra-indicated — that is, 
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after viability. Ligation of the uterine and ovarian arteries, some- 
times on both sides; ligation en masse with rubber ligature; com- 
pression of the abdominal aorta; the use of clamps, tampons, re- 
moval of the uterus in toto; transverse incisions through the recti 
to make the abdominal cavity more accessible, must be our resources 
for checking the terrible haemorrhage that threatens to end the 
patient's life in a few minutes. Where it is possible remove the 
placenta at once, to avoid secondary haemorrhage and infection, I 
consider Negri's method — ^to leave the placenta with its membrane 
and close the abdomen over it — ^a dangerous procedure. Although 
it has met with success in a few cases, I should be afraid to try it 
myself. Of no greater value is the advice of Martin, who trims the 
cord and membranes and sews them over the placenta, and then 
establishes vaginal drainage. Where the placenta is low in the 
pelvis this method might find its application, and just in these cases 
the placenta is easiest of removal. 

There can be no question about the sameness of many of these 
cases of extra-uterine pregnancy — ^a sameness conspicuous when 
compared with themselves and other cases calling for abdominal 
surgery. I shall therefore not worry you with a detailed description 
of all the cases I have seen, but shall but briefly describe a few of 
them. 

Case I. — The case that instigated the writing of this paper is 
that of Mrs. K., wife of Dr. K., it being a case of extra-uterine preg- 
nancy occurring twice in the same patient within fifteen months. 
I find eleven other cases published previous to the occurrence of 
this one and one since. Briefly, the case is this: Through the 
courtesy of Dr. O. L. Schmidt and Dr. K., I was called to see Mrs. 
K., who had been taken with severe abdominal pains the night pre- 
vious to rfiy seeing her (September 26, 1893). 

Previous History. — Began to menstruate at fourteen, regular, 
no pain ; married at twenty-one. At twenty-two had a miscarriage 
in the eighth week; last menses September i, 1893, three days' dura- 
tion — ahead of normal time. No membranes passed. September 
26th, in the evening was taken with sharp abdominal pains; thought 
merely intestinal disturbance. About 5 a. m. the following morn- 
ing went to the toilet to evacuate bowels, fainted, and had to be 
carried back to bed; seen by Dr. Schmidt at 10 a.m. Suspected 
internal haemorrhage, and requested that I be sent for. Saw the 
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patient at i p.m.: semiconscious, nearly pulseless, pale, covered 
with cold sweat, restless, severe abdominal pains, abdomen very 
sensitive. By digital examination could feel a slight resistance 
in left broad ligament. Advised removal to hospital for immediate 
operation, on account of ruptured ectopic pregnancy. At 5 p. m. 
she was operated; anaesthetic in beginning chloroform; patient ab- 
solutely pulseless, left tube, with its rupture close to the uterus, 
ligated with silk and removed. At this stage Dr. L. L. McArthur 
kindly infused about a quart of hot salt solution into the vein of 
the arm, with the gratifying result of bringing back the pulse. 
While this was being done, with the efficient assistance of Dr. 
Banga, I cleansed the abdomen of all free blood as much as the 
patient's condition would permit. Tamponed with a Mikulicz, 
closed the remainder of the abdomen, and sent the patient back 
to bed. About an hour later the pulse began to fag, to be lost en- 
tirely at 9 p. M., when I again transfused another pint into the arm. 
After midnight the patient rallied, and finally made a good and unin- 
terrupted recovery. At the time of the operation I picked up the 
right tube, and noting Freund convolutions quite developed, just 
as they were in the ruptured tube, I remarked that every possible 
chance existed in this case for another extra-uterine pregnancy, 
which did occur fifteen months later. The patient was found in a 
similar condition as at the time of the first extra-uterine pregnancy, 
and was operated five hours later, the symptoms growing more and 
more alarming. This time I used catgut as a ligature, but did not 
drain. The recovery was complicated by a pelvic abscess, which 
was opened through the vagina, and which did not heal until the 
silk ligature from the first operation was discharged. 

Case II. — Mrs. S., taken with symptoms of ruptured extra- 
uterine pregnancy; removed to hospital. Haematocele, symptoms 
of anaemia, etc. She rallied to have second haemorrhage three days 
later, with increasing size of haematocele, noted by comparing in- 
creasing size with previous boundary lines of haematocele marked 
with nitrate of silver. Patient was seen by the surgical staff of the 
hospital and diagnosis confirmed. Haematocele became entirely ab- 
sorbed. Three years later normal intra-uterine pregnancy. Gave 
birth to a healthy child. 

Case III. — Case referred to me through the courtesy of Dr. E. 
Lackner. Mrs. P. had all the symptoms of a ruptured extra-uterine 
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pregnancy five months previous to our seeing her together. About 
two inches up on the anterior wall of the rectum a rib could be felt 
sticking into the lumen of the bowel. Patient chloroformed; open- 
ing into sac dilated; skeleton removed bone by bone; tamponed 
cavity for forty-eight hours; irrigated from then on with Thiersch 
solution; good recovery. 

Case IV. — The fourth case I shall simply mention on account 
of the unusual site of the haematocele. It lay on top of the lumbar 
spine, covered over by a small intestine, the uterus twisted on its 
own axis, the pregnant tube imbedded and adherent in the haemato- 
cele. The only explanation I can offer for this extraordinary 
finding is this: The first physician called mistook the local condi- 
tion for a retroflexed pregnant uterus, and tried to replace it, the 
patient being in the knee-chest position, which position he ordered 
her to assume several times a day. She followed his advice for 
several days, when I was called. This may be the explanation for 
the absence of the pelvic haematocele. Her recovery was compli- 
cated by a genuine attack of measles, necessitating her removal to 
the out ward three days after the operation. 

Case V. — ^Through the courtesy of Dr. F. Gurney Stubbs I was 
called to see Mrs. N., aged thirty-one years; two children; last child 
fourteen months ago. Only a " show " in April. In May regular 
menses. Seen by Dr. Stubbs April 27, 1896, for the first time, on 
account of " cramps." Mass in Douglas' pouch. Treated conserva- 
tively. Offensive discharge from the uterus; gentle curettage May 
7th. In slight shock May 17th. Rallied nicely; improved till May 
20th, when Dr. S. was called, who found her in deep shock; tempera- 
ture 97°, pulse 140; respiration sighing; semiconscious; extremities 
cold; signs of another internal haemorrhage. Saw patient at this 
date for the first time with Dr. Stubbs. Advised removal to hos- 
pital for immediate operation, with a poor prognosis. Opened ab- 
domen about three hours and a half later. Patient perfectly 
blanched, nearly pulseless, and only semiconscious. Abdomen 
opened; scooped and soaked out of pelvis and abdomen at least 
four pints of fluid. Ligated left ruptured tube; removed three 
months' foetus from Douglas' pouch. Drained with Mikulicz; closed 
abdomen and transfused. Patient rallied for about an hour; died two 
hours and a half after operation. Direct transfusion might have 
saved her life. 
18 
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Case VI. — Patient was operated before rupture; seventh week 
of pregnancy. Made a good recovery. I take great pleasure in pre- 
senting the specimen, a carefully prepared macroscopical and micro- 
scopical report, kindly furnished by Dr. W. A. Evans, and a photo- 
graph of the gross specimen, and likewise one of the transverse, and 
another of the longitudinal microscopical finding: 

Chicago, Juiu 17, iSgb. 
Dr. L. E. Frankenthal, 103 Randolph Street, City. 

Dear Dr. Frankenthal: The specimen is a Fallopian tube 
with an ovary underneath. The weight in alcohol is sixty grammes. 
The dimensions are 75 X 
4.5 X 4 centimetres in alco- 
hol. The specimen is divided 
along its convexity. No 
other openings are appar- 
ent; at its inner end is a bit 
of tube about 0.75 centime- 
tres in length, and increased 
in diameter but little over 
the normal. Cut section 
shows a solid darker mass 
at the proximal extremity of 
the tube, and a large cyst 
lobular in shape at the dis- 
tal extremity of the tube. 
I Microscopical Examina- 

' lion. — Question i. — Whether 

the villi are implanted on the 
musculature or epithelium of 
the tube? Answer. — The 
villi are generally in the 
midst of the mucosa, though there are areas in which the villi are 
in the midst of round cells and close to the muscularis, but without 
any epitheUal elements whatever. 

Question s. — Presence or absence of ciliated epithelium? Answer. 
— In that portion of the tube to the inside of the portion that is the 
seat of dilatation there is marked increase in the papillomatous ar- 
rangement of epithelium. The epithelium is proliferating actively. 
Cilia can be seen. 
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To the outer side of this area there is an area which may be 
termed decidua serotina. In this there are no papilla, and no papil- 
lary arrangement Some of the epithelium is cubical, and some of 
it is in the form of large flat cells. Over most of the globular area 
no epithelium is recognizable. 

Question j. — The presence of a submucosa and the intimate 
relation between the villi and the musculature? Answer. — I do not 
find any area in which there is not a submucosa, and in no point 
are the villi directly in the midst of the muscular tissue. 

Question 4. — The presence of a decidua serotina, vera, and re- 
flexa? Answer, — There is very marked decidual thickening at that 
proximal point in the tube where the placenta is preparing to de- 
velop. 

Question 5. — The amount of hypertrophy and hyperplasia of the 
musculature of the tube? Answer. — ^The musculature is generally 
markedly thickened; there are a few places in which it is thin — one 
point at the placental attachment and another at the distal extremity 
of the tube. 

Thanking you for the specimen, 
We are very truly yours, 

Columbus Medical Laboratory. 

per R. H. 

Herewith I have tried to collect all available material, and have 
embodied my personal experience obtained through observation 
in thirty-seven cases seen either in my own practice or in consulta- 
tion with Drs. H. Banga, R. G. Collins, T. J. Watkins, W. W. Jag- 
gard, F. G. Stubbs, E. Lackner, W. C. Williams, L. L. McArthur, 
O. L. Schmidt, M. L. Goodkind, and S. P. Black, and shall summarize 
as follows: 

1. Impregnation occurs in the tube. 

2. In the majority of cases the aetiology of extra-uterine preg- 
nancy can be established by a mechanical hindrance to the wander- 
ing of the fecundated ovum from the tube to the uterine cavity. 

3. Treat conservatively only those cases seen some time after 
primary rupture, where you feel fairly certain of the death of the 
foetus, and where the alarming symptoms have subsided, and where 
presumably absorption is going on. 

: 4. Operate early, for reasons given above. 
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5. The operation during shock is not contra-indicated, for fre- 
quently just the removal of the foreign body from the peritoneal 
cavity removes shock. 

6. Drainage, preferably vaginal, should be done in all cases. 

7. To relieve shock transfuse salt solution where the amount 
of blood lost is not too great, and where the haemorrhage has not 
occurred repeatedly at long intervals; for then direct transfusion 
should be practiced, as the functions of vital organs have become 
impaired, and they need more than a mechanical stimulus — they 
need red blood-corpuscles. 

8. To hasten some operations merely clamp annexa and leave 
clamps in situ. 

9. Whenever possible remove the placenta; if not, tampon and 
drain. 

10. In deciding when to operate after viability, do not con- 
sider the child, for not only are they short lived (of fifty-seven cases 
collected by Harris five only were alive after two years), but like- 
wise are they deficient in development. 

11. Sterility on account of the number of criminal abortions and 
prevention of conception is not a very reliable symptom. 

103 Randolph Street. 
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TRANSACTIONS OF THE CHICAGO GYNAECOLOGICAL 

SOCIETY. 

Stated Meeting, June 19, 1896. 

The Vice-P resident y Henry P. Newman, M. D., in the Chair. 

Extra-uterine Pregnancy, 

Dr. T. J. Watkins : I have four specimens of extra-uterine preg- 
nancy which I have recently removed and which I exhibit for two 
purposes : First, to call attention to the frequency of the condition, 
and, second, to show that the tubes do not manifest evidence of 
having suffered from chronic inflammatory disease. The first speci- 
men is from a case of incomplete abdominal tubal abortion. By 
examination you will notice that the tube does not show evidence 
of any inflammatory thickening. The second specimen is also one 
of incomplete tubal abortion. It seems quite remarkable to get a 
tube dilated to this size, which is fully two inches and a half in 
diameter. The third specimen also shows no inflammatory dis- 
ease of the tube; there was very little dilatation of this tube before 
rupture. The rupture occurred about the sixth or seventh week 
of pregnancy. The patient had severe haemorrhage, and was oper- 
ated upon during this stage. 

The fourth specimen is also probably one of incomplete tubal 
abortion, with subsequent formation of a clot in the tube. The 
tube is also enlarged. The other appendage was the seat of in- 
flammatory disease; the uterus was large and covered with adhe- 
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sions, necessitating a hysterectomy. One of the specimens was 
removed on the 7th of May, another on the nth, and another on 
the 1 6th. 

Dr. Newman: Did you operate through the abdomen in all of 
the cases? 

Dr. Watkins: In one instance I operated through the vagina. 

Dr. Banga: Where did you go in through the vagina — posterior 
or anterior to the cervix? 

Dr. Watkins: Posteriorly. The tube lay down on the floor of 
the pelvis, and it was very accessible through an incision posterior 
to the cervix. 

Abscess of Appendix. 

Dr. John A. Lyons: I desire to exhibit this specimen of an 
appendix, which I removed last Saturday night, at the Chicago 
Hospital, from Clara S., aged seven years and a half. 

On the previous evening I was called to see her, and found her 
suffering from severe pains, which radiated over the entire ab- 
domen. There was serious doubt as to the cause of the pain. I 
prescribed a three-grain powder of calomel, which I ordered given 
at once, to be followed the next morning by a dose of castor oil. 
I requested the mother to keep the child at perfect rest, as I believed 
she had appendicitis. If her symptoms were not very much im- 
proved by the following day, I determined to advise an operation. 
Early next morning I was notified that the child was so much im- 
proved that it would be unnecessary for me to call; but later in 
the day — I think about 5.30 p. m. — I was again called, and found her 
suffering from a similar attack of pain, but which I thought was 
more acute, over the seat of the caecum. Then I advised, and in- 
deed insisted upon an operation. Very reluctantly, and I believe 
against the advice of a physician and surgeon of high standing in 
the profession, the parents of the child allowed me to operate. Upon 
cutting down over the seat of the appendix, I found it twisted 
around the caecum and very much elongated. The approximal end 
was perfectly normal, but the distal end, swollen as large as my 
little finger, apparently about ready to rupture, pointed directly 
into the peritoneal cavity. The appendix at this point, as you see, is 
very thin, and I am firmly of the opinion that its early removal saved 
the child a very severe attack of peritonitis, and perhaps its life, for 
Dr. Steele, who assisted me, claimed it was almost a facsimile of 



The Chicago GytuEcological Society, 255 



one recently removed from the child of a physician. A considerable 
number of physicians who were in attendance advised against opera- 
tion, but, when they fully agreed that the child was beyond all hope, 
an operation was made, and death soon followed. My little pa- 
tient is now entirely out of danger. 

The point I wish to make in its exhibition is that an attack 
of appendicitis, even though it be the first one, as in this case, 
where the characteristic pain returns soon (say twenty-four hours) 
after the bowels have been thoroughly cleaned out, and when the 
patient is at rest in bed, should not be further treated by internal 
medication, but should be operated at once. 

Intestinal Obstruction. 

The second specimen I wish to exhibit is perhaps of much greater 
interest to the profession than that of the much-abused appendix. 
It is with a sadder heart, however, because of the fatal ending, that I 
present it to you. Two weeks ago I was called to the bedside of 
the lady from whom this was removed, and found her suffering 
from severe pain, which, upon examination, proved to be due to 
a strangulated hernia. Reduction was not attempted, because of 
the very great severity of the pain. The patient was taken to the 
Chicago Hospital as soon and as carefully as possible. An effort 
at cleaning the lower bowel by enema was resorted to; an anaes- 
thetic was given, and the patient was prepared as thoroughly as 
possible and the hernia cut down upon. Upon opening the sac it was 
found to contain a large amount of peritoneal fluid and about five 
inches of gangrenous intestine. Resection was necessary; the ring 
which strangulated the bowel was divided, a larger mass of intes- 
tines brought into the field of operation, a purse-string suture run 
around the intestinal wall, well clear of the diseased portion, the 
mesentery tied off, the diseased portion resected, and both free ends 
thoroughly cleansed. The Murphy button, after being examined a 
second time, was now separated, and each half introduced with 
some difficulty into the ends of the bowel. The button being a 
little tight for the bowel, the sutures were now tightened and end- 
to-end approximation made by forcibly locking the two halves of the 
button together. The bowel was now re-enforced in several places 
over the steel button, and dropped into the abdomen and the wound 
closed. For ten days thereafter the patient did not manifest a bad 



256 The Chicago Gynecological Society, 

symptom. On the tenth day I found the patient suffering severe 
pain, which I attributed to separation of the button. She became 
gradually worse, however, and on the eleventh day the abdomen 
being again opened, was found to contain a large amount of faeces 
and pus. Free drainage was now established, but the patient did 
not rally from the shock. 

Post-mortem examination showed the button still in situ, and, as 
you see, surrounded by a very badly obstructed bowel, because of 
adhesions formed by the bowel walls. Evidently a leakage occurred 
around the button, which caused an obstruction and septic general 
peritonitis. 

Discussion. 

Dr. L. L. McArthur; It has been my misfortune to have seen 
three fatal cases following the use of the Murphy button, two of 
which I was responsible for. While this case can not be added justly 
to the series of unfortunate results which accompany the use of 
this mechanical device, still, it goes to show that, while it is a very 
useful instrument, it is not yet perfect, and that we must hope for 
something better than it. The inventor of the button claims that, 
if properly used, the adhesions formed are strong enough at the 
end of twenty-four to forty-eight hours to resist the traction and 
pressure brought upon it by bowel movement, and he does not 
hesitate to give nourishment by the stomach after the lapse of 
eighteen to twenty-four hours. 

I presented a specimen of this kind to the Chicago Medical 
Society, and feel justified in calling your attention again to tlie case. 
After the lapse of seven days, the patient having had normal bowel 
movements, after the first twenty-four hours having taken nourish- 
ment liberally and having had a normal temperature, the line of union 
gave way by the traction of the button hanging at one side of the 
bowel while being free at the rest. On account of the dragging upon 
the line of union, it pulled the adhesive lymph apart and permitted 
leakage of the bowel. This occurred on the seventh day after the 
operation. The anastomosis was made in the case above and below 
the seat of obstruction. The obstruction resulted from a gangre- 
nous, incarcerated hernia, which after taxis had been reduced six 
months previously without operation. After the symptoms of rup- 
ture, at the line of anastomosis above and below the obstruction, 
made their appearance, the abdomen was opened within three hours, 
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and then an end-to-end anastomosis made, the entire loop, which 
was the seat of the first trouble, being removed. On the fifth day the 
line of union again gave way at the margin opposite the mesen- 
teric attachment, and leakage for the second time occurred. For- 
tunately, a mass of folded gauze had been carried down to the site 
of the first leakage, in order to circumscribe the peritonitis which 
had naturally followed ; and when the leakage occurred the second 
time the escape took place along the course of the drain. After 
the lapse of three days, however, the peritonitis became general, 
and the man died. I believe it important to place on record our 
unfortunate results with this mechanical device. On telling Dr. 
Murphy of it, he said it was the first case that he had heard of in 
which, after the lapse of seven days, a leakage had occurred. Dr. 
Lyons' case would rather indicate that for ten days leakage did not 
occur, and then suddenly took place. 

Dr. J. T. Binkley: Having seen the operation by Dr. Lyons 
of resection of the bowel for strangulated hernia in which a Murphy 
button was used, I noticed at the time, as was apparent also to both 
the operators, that the button was an imperfect one, and should have 
been rejected. The only method left without the use of the button 
would have been to unite the bowel end to end by sutures. The 
button in this case was too large for the opening. There was con- 
siderable oedema, the bowel was very much thickened, its lumen 
small and would not stretch, and, in forcing the male portion of 
the button into the bowel, it was torn. The male section of 
the button was pushed home into the female section, and then 
a small opening was noticed in the rim of the button, which should 
have been hidden, and this point of the bowel was re-enforced by 
sutures taken from above and below the point of contact. The 
progress of the patient for ten days following the operation was a 
great surprise to me. I watched the case with a good deal of inter- 
est. The operation other than that was not faulty in technique. 
A proper operation on the mesentery was done, excepting the open- 
ing, which I do not think was well covered, otherwise the operation 
would have been all right. 

Dr. John A. Lyons: I exhibited the specimen to Dr. Murphy, 
knowing he would be thoroughly interested in it, and upon exam- 
ination he claimed it was not the fault of the button but of the tech- 
nique ; that we did not tie and cut off the mesentery in such a man- 
ner as to enable the free ends of the mesentery to come together 
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accurately. That is to say, we should have cut the mesentery 
V-shaped, so that when approximation with the button was made 
the mesentery could have been sewed together, forming an exact 
straight line with the line of approximation (an illustration of which 
can be seen at pages 491, 492 of Wyeth's Surgery), This would 
insure good circulation, and thereby aid union. I extended to Dr. 
Murphy an invitation to be here to-night, so that a thorpugh dis- 
cussion might be gone into, and the weak points in our work 
brought out; but I learn just now that he is unable to come. To 
make the doctor clear on this point, I will say he informed me he 
had never lost a patient from gangrene of the bowel where his 
button was used, and that in all fatal cases of this kind, where the 
specimen was on exhibition, he could prove by the specimen itself 
that the mesentery had not been connected correctly. At the point 
of bowel approximation Dr. Murphy claims there was good union, 
but to me it looks indeed very poor. The button we used was the 
only one at hand at the time. 

Dr. Watkins: How much of the intestines did you resect? 

Dr. Lyons: About six inches. 

Dr. Newman: You are not sure as to the button having loos- 
ened itself? 

Dr. Lyons: I am quite sure it was still at the point of approxi- 
mation; but, as you see, union could not have been firm, for sep- 
aration has taken place around the entire circumference. 

Extra-uterine Pregnancy occurring twice in the Same Patient, zvith 
General Consideration of the Subject of Ectopic Gestation. 

By Lester E. Frankenthal, M. D. 
(See page 233.) 

Discussion. 

Dr. Henry Banga: Dr. Frankenthal has given us such an ad- 
mirable exposi of the whole question of extra-uterine pregnancy 
that I hardly know what I can add. I will, however, say a few words 
as to the indications for operation. I agree with the doctor that 
whenever a diagnosis of extra-uterine pregnancy is made prior to 
rupture we should advise immediate operation for the reasons that 
he has enumerated. In cases of rupture, however, I have been 
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sometimes very unfortunate in advising the patient what to do. 
We, of course, all know the possibilities in such cases. If we try 
to explain these possibilities to the patients, they do not under- 
stand them, and they will invariably put the question whether there 
is any possibility of recovery without an operation. It has occurred 
to me several times that when I said an operation was absolutely 
necessary the patient wanted to wait, and afterward I had to take 
the odium upon myself when they got well without being operated. 
I have tried since then to find out how far we can wait, or how long 
we can wait for absorption of the haematoma or the haematocele, 
and when we should insist upon operating and getting rid of the 
accumulation of fluid, and I must confess that I have not as yet 
come to a clear understanding of these indications. About a year 
ago I had a case which presented undoubtedly all of the symptoms 
of extra-uterine pregnancy with the formation of an haematocele. 
An immense tumor could be felt above the brim of the pelvis. I 
had her taken to the hospital with a view to operating, but the 
family were not quite willing to have an operation performed. I 
was at that time in a position where I wanted to find out by myself 
how far we could trust to Nature to absorb such a tumor. After 
about six weeks I noticed that the tumor grew smaller, and that 
the colicky pain she had and symptoms of pressure upon the blad- 
der and rectum had materially diminished. I finally sent her home, 
expecting everything would be absorbed in the course of a few 
more weeks or months. It was on July ist that rupture took 
place, and it was in the latter part of August when she was sent 
home. After her return home I saw her every month, and the 
tumor kept on diminishing to about the size of two fists. If one 
had seen the patient for the first time at that stage, he would have 
thought she had a fibroma filling out the pelvis, so hard had the 
tumor become. I tried everything to aid resorption. During the 
winter months and early spring I saw her about once every eight 
weeks, and the tumor remained practically the same. In the be- 
ginning the patient objected to an operation because of my hesi- 
tancy, but she began to think that it would have been better if I 
had operated on her in the first place. I spoke to Dr. Franken- 
thal several times of the case, and I presume he thought of this 
case when he mentioned the unhappy outcome of such haemato- 
celes, the tumors forming behind the uterus and pressing upon 
the nerves, blood-vessels, etc. I saw the patient to-day, having 
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not seen her for two months. The tumor is decidedly smaller 
in size, and she has much less trouble from it, so that after all I 
think it will become absorbed. The practical difficulty arises after 
rupture has occurred, when we have to deal with a haematoma or 
haematocele. Then it will require what we may call practical tact 
to find out when to interfere, or when to persuade the patient to 
submit to an operation. I think it is as yet impossible to lay down 
definite rules, as, for instance, this: If four or six weeks after rup- 
ture you still find a tumor the size of an orange, you must operate, 
or else expect it to become absorbed. 

Dr. L. L. McArthur: I can look back with pleasure and profit 
to my association with the reader of the paper during the past eight 
or nine years in the surgical service of the Michael Reese Hospital, 
in this as in many other particulars. As Dr. Banga has said, he 
has covered the subject so thoroughly that but little remains to be 
added. To those of us who can look back twelve or fifteen years 
in the history of the treatment of what was then called haemato- 
cele of the pelvis, we certainly can feel that glow of pride in the 
perfection of our methods of diagnosis and treatment of this ail- 
ment, just as we can in a very parallel case with regard to the diag- 
nosis and treatment of appendicitis. The time has not long passed 
when we regarded a diagnosis as complete when we had diagnosed 
faecal abscess. When the trouble had gone so far that an abscess 
had formed large enough to make a diagnosis of abscess, and with 
an exploring needle to determine that it contained faecal matter with 
pus. In a directly similar manner we were satisfied by inserting an 
exploring needle through the vaginal wall, and finding blood to 
make a diagnosis of haematoma, and we were content with that 
diagnosis. It certainly must be a pleasure, born of the positive 
knowledge that is gained thereby, when we find blood with a hypo- 
dermic needle inserted in the cul-de-scxc of Douglas, to know that 
we have practically always to deal with an extra-uterine pregnancy, 
for the other cases of haemorrhage in this location are so few as 
to be practically ignored, and to be impossible of diagnosis without 
exploration. I think that it was through my desire to be con- 
servative that the doctor was induced to leave the other apparently 
normal ovary and tube in the first case reported, when he felt in- 
clined to remove the same to protect the patient against a similar 
occurrence later. Unfortunately for that patient, this very thing 
did take place, and the conservatism which I imagined then to be 
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good proved to be bad. Still, I do think that we are not yet ad- 
vanced enough in the treatment of extra-uterine pregnancy to take 
the position (and here the parallel appears again with the question 
of appendicitis) — ^that is, as soon as a diagnosis is made an opera- 
tion should be instituted, or as soon as it is convenient to prepare 
the patient, for I am confident that many cases will in the future, 
as in the past, recover without operation and have no further trou- 
ble. Only future experience can enable us to decide when and 
when not to operate. Given a case in which a haemorrhage is 
occurring, or has occurred very recently, within a few hours, per- 
haps a day, and the patient shows evidences of rallying from the 
shock which naturally accompanies the deluging of the perito- 
naeum with blood, I believe it is wise to wait, where the symptoms 
do not demand immediate interference, until the blood shall have 
time to coagulate in part and the patient to rally from the pro- 
found shock which even a small amount of blood in this situation 
may produce, the amount of shock not being dependent wholly 
upon the quantity of blood, but in large part due to the shock in- 
cident to foreign matter in the peritoneal cavity. Having given 
the patient time to rally, then surgical interference is advisable. 

It is made clear to us by Dr. Frankenthal's excellent r^sutni 
of the literature of the subject how easy it is for an ectopic gesta- 
tion to occur because of a simple mechanical obstruction. Any 
narrowing from whatever cause in any portion of the tube may 
diminish the caliber of that tube to such an extent as to permit 
the ovum, which is always of a definite minimum size, from passing 
along it. We know how easy it is for a stenosis to occur in this 
part of the genital tract in a similar manner to the contractions 
which may occur in the male. I have been struck with the fre- 
quent and acute pain with which many of these patients complain, 
and which involves the sacral plexus of nerves, especially in cases 
treated conservatively. Its extension as purely mechanical is, I 
think, an aid to the diagnosis. Many patients will complain of in- 
tense pain following along the course of the sacral-plexus distri- 
bution. Another phenomenon which struck me, and which I think 
may be one of the early symptoms of the occurrence of haemor- 
rhage, is recto-vesical tenesmus. I have seen four cases in which 
the first symptoms were noticed when the patients were at stool, 
or on going to stool the rupture occurred. I think the symptom 
of rectal tenesmus was only secondary to the rupture, and the pa- 
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tient fainted because of the straining increasing the amount of 
haemorrhage, but was driven to stool not because of something in 
the bowel, but because of the haemorrhage, inducing rectal te- 
nesmus. 

I regard, too, as a valuable adjunct in cases of haemorrhage at 
this as at other points the transfusion of a fluid of the same spe- 
cific gravity of the blood, preferably normal salt solution, and I 
regard Dr. Frankenthal's suggestion as a good one to improve 
its quality by the addition of blood. I claim to have saved at least 
ten lives through temporarily supplying the heart with a medium 
to pump in order to enable the patients to recover from the loss of 
blood. I believe that it should be an adjunct in the treatment of 
every case of extra-uterine haemorrhage, not that it should be used 
in every case, but it should be at hand. It is a very easy matter 
to prepare human blood for transfusion by defibrinating it by 
means of whipping it with any suitable instrument; I have used a 
bunch of sterilized broom straws, defibrinating and filtering it 
through sterilized gauze. It can be done nicely in the case of nor- 
mal salt solution without deteriorating in anywise the characteris- 
tics of the blood-corpuscles, and I think adds decidedly to its value 
as a transfusion fluid. 

Dr. T. J. Watkins: There is little to say except to commend 
the paper of Dr. Frankenthal, as his conclusions seem logical, and 
he has also supported many of the opinions expressed by recog- 
nized authority. The paper shows thorough study of the literature 
and close observation of cases. Dr. Frankenthal is fortunate in 
having had so large an experience, and deserves well-merited credit 
for the results obtained. 

There are, however, some phases of the subject which are, as 
he has said, in an unsettled state. In fact, the aetiology of extra- 
uterine pregnancy is mostly theory. I can not agree with Dr. 
Frankenthal that the probable normal place of impregnation of the 
ovum is in the tube. Bland Sutton says that the usual teaching 
that in the human female the tubes are the meeting place of the 
ova and spermatozoa is pure conjecture. He also says that the 
statement frequently made that the spermatozoa normally pass up 
the tube is unsupported by facts. Tait also believes that the ovum 
is normally impregnated in the uterus, that it is exceptional for the 
spermatozoa to. pass into the tubes, and that when the ovum be- 
comes impregnated in the tube it becomes imbedded there — that is, 
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tubal pregnancy results. If the normal place of impregnation of 
the ovum is in the tube, it would seem that Nature erred in making 
the distal portion of the tube so large and the proximal portion so 
small. 

It is not plausible to believe that spermatozoa normally pass 
into the tube because — 

1. The endometrium by a valvelike formation normally obstructs 
entrance into the tubes. 

2. Motion of the cilia of the tubes is toward the uterus. 

3. The uterine portion of the tube is not much larger than a 
fully developed ovum, and too small to permit a fecundated ovum, 
after slight development, to pass. 

4. Spermatozoa have been found only in very few instances in 
excised tubes. 

It has not been proved that the normal place of impregnation 
of the ovum is ever in the tube, but the cases * where pregnancy 
has occurred after excision of the tubes, at or near the horns of the 
uterus, is probably positive proof that the ovum is sometimes, at 
least, impregnated in the uterus. 

It would seem, therefore, that conditions that would predispose 
to ectopic gestation are — 

1. Injury or absence of the valvelike formation of the endo- 
metrium over the uterine osteum of the tube. 

2. Injury or absence of the cilia in the tube. 

3. Enlargement of the proximal end of the tube, such as exists 
soon after miscarriage, labors at term, and subinvolution. It is a fact 
that tubal pregnancy frequently occurs soon after miscarriage or 
labor. 

The statement frequently made that desquamative salpingitis 
is a fruitful cause of tubal pregnancy is not substantiated by ex- 
amination of pregnant tubes. I have neither seen nor read of preg- 
nant tubes that showed much if any chronic inflammatory thicken- 
ing. Bland Sutton says that the pregnant tubes which he has ex- 
amined showed no old inflammatory thickening in the walls, and 
that he has found the entire epithelium intact. Dr. Rumpf, in a 
recent paper read before this Society, stated that, " as an ovum 
will not imbed itself in a uterus whose mucosa is diseased, it will not 
imbed itself in an entirely diseased tube." 
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In the four specimens which I exhibit you will notice that a 
macroscopical examination shows no evidence of a previous in- 
flammatory disease of the tubes. 

Where extensive haemorrhage has occurred, I do not believe that 
it is advisable to remove the liquid blood. In a patient whom I 
operated about one year ago I not only left a large amount of blood 
in the abdomen, but filled^the abdomen full of normal saline solu- 
tion, which I believe was an important factor in saving her life, as 
her temperature was about 96^ she was pulseless at the wrist, de- 
lirious, tossing about in bed, had a marked sighing respiration, and 
the surface of the body was cold. 

The ease and safety of vaginal incision and drainage of the cases, 
that have resulted in large haematoceles and haematomas, and the 
satisfjactory results that follow this operation, would indicate that 
the vaginal is much preferable to the abdominal route for this class 
of cases. 

I have operated nine of these cases this way with gratifying re- 
sults. I feel certain that three or four of them would have died had 
the abdominal route been used. Dr. Kelly recently reported to 
the American Gynaecological Society nineteen cases, I believe, of 
this kind operated by incision and drainage with excellent results, 
and was very positive in his support of the operation. In making 
the vaginal incision and drainage great care should be exercised 
not to remove placental tissue or tear tissues that are liable to bleed. 
I would not use direct transfusion, because I believe it is proved that 
saline infusion is safer and about as efHcient. 

The use of defibrinated blood, referred to by Dr. McArthur, 
would be preferable to saline solution. The method spoken of by 
Dr. Frankenthal of clamping the broad ligament on both sides of 
pregnancy and excising the mass, without taking time to use liga- 
tures and sutures, seems to be an excellent one in certain cases, 
and, as far as I know, the suggestion is original with him. It would 
be of great advantage in cases of interstitial pregnancy, which neces- 
sitated hysterectomy, to place a clamp with a long blade down the 
broad ligament on either side of the uterus, to amputate the uterus, 
to leave the clamps, and to place gauze to protect the intestines 
from coming down against any necrotic tissue that might follow 
the application of the clamps. 

I believe the shock produced is proportionate to the amount 
of blood lost in these cases. Some patients have more blood to lose 
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than others, and consequently have less shock. I have two reasons 
for this belief: First, we frequently find patients with haematoceles 
where there is a large accumulation of blood in the abdomen, and 
when there is no history of shock. The blood probably accumu- 
lated slowly. Second, in the cases upon which we operate the shock 
usually seems to be proportionate to the amount of blood lost — 
that is, the relative amount of blood lost and the rapidity of the 
haemorrhage. Where the amount of blood lost is small and grad- 
ual, there is little or no shock. 

The points which I have taken issue with Dr. Frankenthal are 
in nowise a criticism on his paper, as they are as yet entirely sub 
judice. 

Dr. William H. Rumpf: I have had occasion in the last few 
months to look quite thoroughly through the literature of extra- 
uterine pregnancy, and I have nowhere read a more concise and 
interesting risunU of the subject than we have had the pleasure of 
hearing this evening. I congratulate the doctor on his excellent 
paper. 

As far as the pathology goes, I do not think there is a single 
point that I would differ with the doctor. There is only one point 
I would like to object to in Dr. Watkins' discussion, and that is 
the place of impregnation of the ovum. Numerous experiments 
on the lower animals have proved that within five or six hours after 
copulation the voluminous folds of the distal end of the tube were 
completely filled with spermatozoa. Henle has called this part of 
the tube the receptaculum seminis. The fact that patients have be- 
come pregnant after a tube has been removed close to the uterus can 
easily be explained on the ground that the pregnancy might have 

« 

occurred from the other tube, or the ovum might have been im- 
pregnated before the operation and have become lodged in the 
uterus. 

Dr. C. S. Bacon: I had in mind to make the same remark that 
Dr. Rumpf has made. In looking over the literature of the subject 
some two months ago I had the same experience, and I must say 
that as a r^sumi of the aetiology and diagnosis of extra-uterine 
pregnancy, as well as a practical consideration of the subject, there 
is nowhere to be found a more interesting paper than the one which 
we have heard read. I wish to ask one or two questions, and make 
allusion to a point or two on which perhaps I might differ with 
the essayist, although in the matter of general conclusions it seems 
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to me what the doctor has said represents the present condition of 
our knowledge on the subject. In the first place, I would ask what 
authority there is for the statement that a second decidua can be 
thrown off from the uterus. Further, additional facts might be 
given in regard to the growth of the uterus during extra-uterine 
pregnancy. The rapidity of growth of the uterus during this con- 
dition is dependent upon the proximity of the tumor to the uterus. 
It is a curious fact, but I think pretty well established, that the 
uterus grows more rapidly in size when the extra-uterine sac is 
located near the uterus than when it is far away. As a rule, we 
may expect a uterus as large at two months, when the tumor is 
located near the uterus, as at three months, when it is located in 
the infundibular end of the tube. 

The chief point I should object to in the paper is the condemna- 
tion of the curette in diagnosis. Dr. Frankenthal condemns the 
curette for two reasons: One is that the decidua obtained from 
the uterus by the curette may be the same in intra-uterine as in 
extra-uterine pregnancy, and hence of no diagnostic value. This 
objection does not hold, since the curette is only to be used to make 
a diagnosis between extra-uterine pregnancy and a tubal sac, or a 
tumor outside of the uterus. It is not of use in the differential diag- 
nosis between extra-uterine and intra-uterine pregnancy. The sec- 
ond objection to the curette is that it is apt to excite tubal contrac- 
tions, and lead to rupture of the tube. I do not know that it has 
been proved that the use of the uterine curette is any more likely 
to excite tubal contractions or to lead to rupture of the tube than 
bimanual manipulation. Quite a number of instances are on record 
where rupture has been produced by bimanual examination. Dr. 
Frankenthal himself states that one of his cases of ruptured tube 
was due to bimanual examination. I have the suspicion that it is 
a more common cause of rupture of the sac than curettement of 
the uterus. The importance of the diagnosis is so great that this 
danger should be assumed. The condemnation of the use of the 
curette for the purpose of making a differential diagnosis between 
extra-uterine pregnancy and pyosalpinx or an ovarian cyst, is justi- 
fiable. 

In general, it may be stated that large numbers of figures given 
to determine the prognosis are of little value unless they are prop- 
erly classified. The prognosis to be of value must take into con- 
sideration the effect of different methods of treatment. 
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The vaginal operation is spoken of again to-night, as it was at 
a previous meeting of this Society, as consisting simply in an in- 
cision behind the uterus with drainage. I wish to call attention 
again to the fact that before, rupture of the tube the ideal procedure 
is an incision between the bladder and the uterus, making use of 
the technique for vaginal cceliotomy, which has been so much per- 
fected by the vaginal operation in the last two or three years. This 
route enables us to get much better control of the vessels, and con- 
sequently to control haemorrhage. 

The advocacy of intravenous transfusion has been so emphatic 
that I would like to raise the question whether the advantage of 
transfusion is very much greater than that of the hypodermic in- 
jection of saline solution. The hypodermic injection of saline solu- 
tion is so much simpler, so much more easily done, and so much 
less dangerous that it must take the place of transfusion in nearly 
all cases. The hypodermic injection of saline solution has been 
used almost exclusively in the hospitals where I have had the op- 
portunity of studying and working. On account of its greater sim- 
plicity, it is often used much earlier than the other method would 
be. To hear that transfusion is recommended in preference to 
hypodermic injection was to me a matter of surprise. 

As a sidfe issue, the question of catgut sterilization was brought 
up. I doubt whether any method of catgut sterilization is equal to 
the method of Kronig — ^that is, sterilization in cumol. 

Dr. Frank A. Stahl: I am gratified to have heard such a 
splendid paper on extra-uterine pregnancy. It might serve as an 
epitome on the subject. There was one question which interested 
me very much from a practical standpoint, inasmuch as it leads up 
to my own personal experience with cases of extra-uterine preg- 
nancy. I have had a couple of cases come under my observation, 
similar to those mentioned by Dr. Banga, in which immediate 
operation was urged, but declined. Not knowing, when I was called 
in these cases, that another physician had been in attendance, I told 
them under the circumstances that it would be just as well to wait 
until morning before operating. When morning came the two pa- 
tients recovered from the immediate symptoms later, both ending 
in cure without operation; but from the subsequent history of one 
of them I am inclined to believe that it would have been better to 
have operated. 

In regard to the case spoken of by Dr. Banga, I would ask him 
20 
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whether he does not think the result would have been better if an 
immediate operation had been done. If in one case operation was 
refused because of metrorrhagia, and the patient ultimately recov- 
ered, would it not have been better to have operated in the first 
place without a long-drawn recovery. 

With reference to what has been said regarding the use of the 
curette, I do not think Dr. Bacon brought out any important point 
gained by its use in this condition. We may do great harm by the 
curette in that we may produce abrasions. I am not sure that Dr. 
Bacon will agree with me in regard to this point, but, in order to 
bring away anything with the curette, we must produce more or 
less irritation or abrasion by it. We thereby induce contractions 
of the uterus, and contractions of the broad ligament take place 
out of sympathy with the uterus; these contractions may be pro- 
ductive of primary and secondary rupture of a pregnant tube. 

Dr. Henry Banga: In answer to Dr. Stahl, I certainly think 
it would have been better if the woman had been operated on at 
first, when I proposed it to her, but she did not want to have it 
done. I am satisfied she would have been saved the trouble she 
has had for eight or ten months. While she does not complain very 
much now, we can still feel a mass behind the uterus. It is just 
such cases we have to watch in all their details, in order to gather 
material for elucidating the question when to operate for hemato- 
cele or haematoma. 

Dr. L. L. Mc Arthur: I would say in answer to Dr. Bacon that 
transfusion was resorted to in those cases where the patients were 
nearly pulseless at the wrist, or so much so that it was almost im- 
perceptible. Under these circumstances there was practically no 
circulation. With no circulation nothing could be hoped for from 
intervascular transfusion. The transfusion process as now utilized 
is that of injecting fluid into the veins at the elbow, the amount 
being guided by the pulse at the wrist. As soon as the fluid is 
transfused into the- vessels there is an immediate increase in the 
pulse volume. The pulse becomes perceptible, and the heart, crying 
for something to pump, settles down to work again. This can not 
be expected from the hypodermic injection of enormous quantities 
of fluid until the circulation has become re-established and absorp- 
tion takes place. 

Dr. RuFUS G. Collins (present by invitation): Dr. Franken- 
thal said there was a similarity between these cases of ectopic ges- 
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tation. Taking the history of the cases in connection with the physi- 
cal signs, etc., there is a similarity, but with reference to the condi- 
tions presented by the patients, they are quite dissimilar. Of this 
point it is my intention to say a few words, as it bears upon two 
cases I have in mind, both alike from the fact that they each had 
one child about a year old, and from the fact tkat they had not 
menstruated since that time; but unlike one another in that one of 
them, a Swedish woman, was weak and anaemic, and the other, a 
German woman, was strong, fleshy, and plethoric. The first pa- 
tient, when I was called to see her, complained of excruciating pain, 
not, as Dr. McArthur stated, confined to the sacral plexus of the 
nerves, but shooting through the whole abdomen and into the chest, 
the case presenting typical symptoms of haematocele. There was 
present quite a large tumor, with tenderness over the abdomen. 
The pressure of the tumor flattened the cervix against the sym- 
physis. A hypodermic injection of morphine to relieve the pain, 
the pelvis elevated, and an ice-bag applied, all of her distressed 
feelings soon subsided. That of itself might establish the fact that 
the shock is the result of the sudden loss of blood, together with 
the pain. We see cases of abortion suffering from considerable 
haemorrhage; they get very faint and suffer from syncope; they 
feel greatly distressed, and, although they may lose still more blood 
in the next few hours, they nevertheless feel better rather than 
worse, which I think is due to the fact that the system becomes 
accommodated to the loss of blood; so I think that the sudden 
withdrawal of a large quantity of blood is, to say the least, a large 
factor in the production of shock. The woman felt much better 
for a few days after this, and no new symptoms developed. In the 
course of ten days there was a repetition of the same thing — a return 
of the pain, faintness, etc. She was in extreme agony. She was sent 
to the hospital, operated upon (by Dr. Frankenthal), and recovered. 
In the other case in which haemorrhage occurred the complexus 
of symptom was entirely different. I was called to see this woman 
on account of a slight flow. She had absolutely no pain, and her 
husband wanted me to see if it would be advisable for her to take 
a contemplated outing on Sunday. The amount of blood she was 
losing was small — not equal to that lost during normal menstruation 
— ^and there seemed to be some inconsistency somewhere, that an 
intelligent woman of strong physique should think a slight flow 
incompatible with a street-car ride. There must have been a weak- 
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ness accompanying the haemorrhage of which she did not complain. 
I advised her to remain in bed, and after two or three days her 
husband came to see me again, and Btated that his wife " still had 
that haemorrhage." In this instance I was not acquainted with the 
previous condition of the pelvic organs, and there was not sufficient 
tumor to enable Aie to make a positive diagnosis. The subsequent 
history was that the haemorrhage gradually increased, and a tume- 
faction developed, which was palpable. She went to the hospital, 
was examined by Dr. Frankenthal, but was not operated on im- 
mediately, because she never became very blanched, her lips were 
not pale, and the haemorrhage which she sustained did not produce 
any severe symptoms. She was kept under observation for some 
time, with the hope' that the tumor might be absorbed. The haem- 
orrhage gradually increased, and, para passu, the tumor enlarged, 
so that at the expiration of ten days she was operated upon with 
favorable result. 

Dr. John A. Lyons: This is indeed a most excellent thesis, and 
I am certain we have all been amply repaid for coming here to 
hear it. 

I am of the opinion that when we can diagnose extra-uterine 
pregnancy with the same certainty that we can appendicitis, I think 
we will be in a position to operate for ectopic pregnancy earlier if 
the patient is in condition to warrant it. 

Dr. C. S. Bacon: I wish to say in reference to Dr. StahFs re- 
mark as to the use of the curette that I alluded to the well-known 
fact that the presence of uterine decidua was a very important diag- 
nostic point in the determination of extra-uterine pregnancy; that 
if the decidua is found in the discharges from the uterus, it has 
a very important bearing on the diagnosis, and if the decidua is 
not discharged from the uterus, it is a good idea to get it by means 
of the curette, and it is a procedure which is certainly a valuable 
addition to our diagnostic resources. I wish to add also that if 
there is intra-uterine pregnancy, of course, we are liable to find 
the presence of chorionic villi, and their absence in the decidual 
membrane is so far a point toward the diagnosis of extra-uterine 
pregnancy, while the presence of the villi is so far a negative point 
against the presence of an ectopic sac. 

Dr. Henry P. Newman: The lateness of the hour and the ad- 
mirable resume of the subject by the essayist, as well as the points 
brought out by the gentlemen who have discussed the paper, lead 



The Chicago Gynacological Society, 271 

me to add little or nothing. There are two clinical points to which 
I desire to direct attention. Possibly a wrong impression might 
be carried away if some reference was not made to them. In the 
first place, I would allude to the point made by Dr. Watkins of 
attacking these cases through the vagina. He was not sufficiently 
explicit as to what class of cases should be operated upon by the 
vaginal route and what cases should not. 

Dr. Watkins: I spoke only of large haematomas and haemato- 
celes as being suitable for the vaginal operation. 

Dr. Newman (resuming): That being made clear, these cases 
can be treated per vaginatn. Others, if seen sufficiently early, can 
frequently be operated upon by this route; but where we have a 
large maturing ectopic case it is a hazardous procedure to attack 
them through the vagina, as it is with great difficulty that the haem- 
orrhage from the placental site can be controlled. 

In regard to the use of chloroform. Dr. Frankenthal spoke of it 
as being his favorite anaesthetic in these cases. I would take excep- 
tion to its use, particularly in those cases of shock due to haemor- 
rhage. In such cases chloroform would be the last thing I would 
attempt to use. With an anaemic condition of the brain, a patient's 
life is greatly endangered by the use of chloroform. 

Dr. Frankenthal (closing) : L will try to answer the various 
points that have been brought out in the discussion of my paper 
seriatim. Dr. Watkins objected to the theory that the tube is the 
normal site of impregnation. As Dr. Rumpf has stated, normally 
spermatozoa are found soon after copulation in the tubes in rabbits; 
Minot has proved the site of impregnation in mammals to be in the 
tubes. I think there are more theories and microscopical findings 
in favor of my statement than there are proofs that Dr. Watkins 
can bring forth in favor of his. I have already in my paper stated 
that Mr. Lawson Tait and Mr. Sutton objected to this theory. 

I must again insist that I consider the operation per vaginam 
after the formation of the placenta very dangerous, for, after the 
adventitious uterus has emptied itself of the blood clots, etc., its 
muscular fibers may contract, causing separation of the placenta 
and most terrible secondary haemorrhage. This haemorrhage need 
not occur until some time after. 

At the Gynaecological Congress in Halle, in 1888, Schwartz 
showed clearly that the shock in these cases of ectopic pregnancy 
was caused more by the peripheral nerve irritation from the foreign 



272 The Chicago Gynecological Society, 

body in the peritonaeum than by the quantity of blood lost. And 
how can it be otherwise when you see patients faint immediately 
after rupture or abortion has occurred long before loss of blood 
is sufficient to cause it. No one denies that haemorrhage will not 
increase the shock. So much in answer to Dr. Watkins' exception 
to my summary. 

When a patient is chloroformed in shock it will not take more 
than a few full breaths of chloroform to put her to sleep. From 
then on we use ether. Besides, I do not fear chloroform as many 
do. This in answer to Dr. Newman. 

Now as to Dr. Bacon: I consider the use of the curette contra- 
indicated not only because it may provoke primary rupture, but 
also because it may cause a secondary rupture — that is, the rupture 
of the haematocele. Besides, as stated in the paper, the presence 
of the decidua cells means little, their absence or presence being 
no evidence to be seriously considered. I mean no one would be 
induced to operate on the mere strength of any information ob- 
tained by curetting. 

The uterus does enlarge as in normal pregnancy, but it does not 
enlarge as much in the antero-posterior diameter, the character- 
istic belly of the posterior wall of the uterus of the early weeks 
being absent (Ahlf eld's sign). Hegar's sign I have likewise never 
noted. Finally, direct transfusion is simple, and can be done 
quickly. Its effect is immediate, while subcutaneous transfusion in 
a pulseless patient will neither act so promptly nor give the heart 
volume to contract on. When I speak of direct transfusion in des- 
perate cases, I mean transfusion from man to patient or with de- 
fibrinated blood, it matters little. 

Dr. Bacon asks for my authority for the passing of the second 
decidua. F. v. Winckel, Zweiter Congress der deut. Ges. f. Gyn., 
and E. Fraenkel, Arch. f. Gyn., vol. xiv. Likewise might an intra- 
uterine and extra-uterine pregnancy occur at the same time in a 
bicomate uterus, accounting for the passing of a second decidua. 

And, finally, a few words to my old friend Dr. McArthur. The 
high mortality of the conservative treatment — more than sixty-seven 
per cent, mortality in two hundred and seventy-eight cases, with 
but twenty per cent, mortality in six hundred and thirty-six after 
operation — speaks for itself. The more pressure in the pelvis, the 
more confined to the pelvis the haematocele is, the more pronounced 
on account of the pressure will be the sacral pains. If, on the other 
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hand, the blood be distributed in the abdomen, the pain will likewise 
be more diffuse. 

As far as I can remember, I have answered all the questions 
brought forth in the discussion. 

Lastly, I wish to thank the President, the members, and visitors 
present for their kind reception not only of myself, but likewise of 
my paper, and the animated discussion provoked. I hope in the 
future to be enabled to return the compliment. 

Official Transactions. T. J. Watkins, M. D., 

Editor of Society. 
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